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NEW METHOD OF COMMUNICATION FOR 
THE APHASIC PATIENT 
Hyman Goldstein, M.D., Sc.D.; Hamilton Cameron, M.D., Ph.D. 
New York City, N. Y. 


The paralytic individual who is stricken with 
hemiplegia, spastic paraplegia or other patho- 
logical condition with cerebral involvement in 
which complete aphasia grips him with a more 
or less transient period of unconsciousness, be- 
comes more and more frightened and panicky, 
especially, when the mental cloud begins to 
clear. He feels the sinking state of helplessness 
and loneliness he is precipitated into, while at 
the same time he retains his thinking apparatus 
and auditory sense within an inert body with 
immobile extremities, save one side or one 
upper extremity which is usually normal, because 
of his inability to communicate and express 
himself to make his needs known to others. 

For the hemiplegic, bulbar paralysis and 
other types of cerebral lesions, wherein the 
tongue feels thick and numb, the pharyngeal 
muscles and the delicate small laryngeal muscles 
are involved, the paralysis of which leads to 
defects of speech articulation which is respon- 
sible for the production of unintelligible lan- 
guage and speech. Sensory disturbances of cen- 
tral nervous origin is also involved in most 
cases with the end result of total aphasia. It 
does not matter whether the etiology is one 
of cerebral hemorrhage, embolism, thrombosis, 
abscess, tumor, or part of multiple sclerosis, 
progressive lenticular degeneration (Wilson's 
disease ), syphilitic paresis, meningitis and men- 
ingo-encephalitis, or, a post-encephalitic cortical 
lesion with cerebral spastic states we so often 
see in children, as after an attack of measles, 
mumps, pertussis, influenza, pneumonia, and 
other virus and bacterial infections complicated 


by cerebral palsy and aphasia. The paralytic 
patient lies in bed helpless, panicky and dis- 
traught with fear he will never again be able to 
speak, regain normal functioning muscles nor 
be able to communicate with others and feels 
tragically alone, a shut-in so to speak. 

One of the authors, Dr. Hamilton Cameron 
during the night of January 14th, 1943 entered 
a hospital for a physical check-up, and at the 
same time take a much needed rest after a long 
stretch of hard work. During that night he 
suffered an attack of hemiphlegia, transient short 
period of unconsciousness and total aphasia. 
This was the result of a cerebral embolism fol- 
lowing an attack of coronary thrombosis. The 
unconscious state was fleeting in character. 
When he returned to consciousness, clear think- 
ing and intact hearing sense, he suffered most 
because of his complete aphasia. He expressed 
it best by saying, “I was imprisoned in a dead 
body, the pain of which held me, tortured me, 
the paralysis that encased my limbs and closed 
fast my throat was nothing compared to the 
terror that seized my mind.” “I could not speak 
and I wanted many things but could not make 
myself understood. I was a shut-in within a 
paralyzed body and, a shut-out from the world 
outside.” Unquote, every aphasic patient has a 
similar experience of sadness and hopelessness. 
Dr. Cameron kept thinking while lying in his 
sick-bed, repeating to himself mumbling over 
and over again, there must be someway I can 
make myself understood. Then began the birth 
of a new hand-sign-language. He put his healthy 
left upper extremity especially the hand and 
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fingers to work. And also every attendant and 
friend at the hospital at work. At first every- 
one thought he was developing some sort of 
psychosis because of his mumbling and mov- 
ing his fingers and hand in every direction. But 
little by little it dawned upon them that the 
sick doctor has developed a new language of 
communication for the paralyzed. And _ the 
“Hand Talking Chart” was the end-product. 
Through a period of months he devised the fol- 
lowing: 

Using the hand and fingers of the good extrem- 
ity to make the signs on the above chart. The 
panicky feel gradually left Dr. Cameron, and 
he felt much relief and a great joy from his 
discovery. He felt now, he had a plan with 
which he could help other so-called shut-ins. 
Bringing the same aid enabling other paralytics 
to communicate their needs during an aphasic 
period gave him great comfort. He would say, 
“It was I whose courage had to be lifted. And 
as though God were at my bed-side, across my 
pain racked mind came this message from the 
Bible: (Be ye transformed by the renewing of 
your mind)—Romans, 12:2. This gave him 
power, hope and faith and acted as a guide to 
go on. Even though his condition was bad, his 
new stamina and new communication language 
hand chart helped him rehabilitate himself and, 
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regain his speech and also the use of his para- 
lyzed muscles sooner than what could be pos- 
sible otherwise. 


New Method of Communication and the 
Hand Talking Chart For Aphasia 


It is a well known fact that to train a muscle 
we must supply work for it, gradually increasing 
it in the course of training to rehabilitate it to 
function normally. This is true for the mental 
processes, and also, in the rehabilitation of the 
aphasic to coherent speech. The “Hand Talk- 
ing Chart” is very easy to master, both, for the 
patient at any age from that of a young child 
to that of an adult, and also, by the doctor, 
nurse, attendant, or a member of the patient’s 
family or friends placed in charge to care for 
him. The attendant of the Aphasic patient 
memorizes the signs on the chart, their mean- 
ings, and significance so that it becomes easier 
for him to demonstrate the Hand Talking Chart 
to his patient. The Aphasic individual even 
though he is paralyzed, he usually has one nor- 
mal extremity free (upper right or left), which 
he can train to make the fingers and hand 
signs indicated on the chart. He could prac- 
tice making the proper fingers and hand move- 
ments knowing their different meanings, many 
times over and over again, until he perfects 


HAND TALKING CHART 


The sign language in the designs speaks for itself. The figures and letters across the bottom are independent of the de- 
signs. By pointing with pencil or finger to the letters or figures needed to further a conversation, communication between 
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his knowledge of them. Slowly, yet under- 
standingly he masters this new language and 
uses it daily until he regains the use of his own 
speech, and in time use of his failing muscles. 
This is true for many paralytics especially those 
afflicted with cerebral thrombosis and embolism. 
The Chart Study 

The Aphasic paralytic can make himself un- 
derstood by straightening two fingers upward 
for NO, three fingers upward for YES, four 
fingers upward and thumb in for UNDER- 
STAND, and so following the chart signs he can 
communicate the words REPEAT, O.K., I'M 
COLD, 'M TOO WARM, BED-PAN or BATH- 
ROOM, I WANT TO GO TO BED, I WANT 
TO SMOKE, I WANT NEWS, LETTERS AND 
FRIENDS, 'M ASKING FOR GAMES, PUZ- 
ZLES, CARDS ETC., I WANT TO READ 
BOOKS, NEWSPAPERS, MAGAZINES, I 
WAN BANK BOOKS, BUSINESS PAPERS, I 
WANT TO SIT IN CHAIR, I WANT ENTER- 
TAINMENT AND RADIO, 'M ASKING FOR 
DOCTOR, NURSE, WIFE, HUSBAND, I 
WANT MY GLASSES, 'M THIRSTY, AND 
I'M HUNGRY. Mastering these words and 


phrases the paralytic can be made quite com- 


fortable. The chart can be looked at by the 
patient when he can see, if need be he can use 
his glasses, and make it easier for the Attendant 
and himself in using the hand talking chart. 
Chart slides can be projected upon a screen 
in teaching those who have poor eye-sight and 
need additional help to aid them, besides the 
use of their glasses. Large charts can be used 
instead of the regulated size. All methods ap- 
plied having one aim in view, to train the 
aphasic patient how to be able to communicate 
his wants to his Attendants and obtain those 
comforts. It facilitates also his recovery, more 
rapidly. It’s up to the intelligent and sympathe- 
tic Attendant to take the patient’s good hand 
and fingers and demonstrate every sign slowly 
and carefully, and repeating these signs often, 
giving them their proper meaning, until the 
aphasic patient masters the Hand Talking Chart 
and enjoys its use of communication. The pa- 
tient begins to lose his fear and regains a desire 
to get well by helping himself practicing speech 
articulation and expression, and also retraining 
and reeducating his paralyzed muscles to move 
again in normal paths. 

This new method of communication for the 
aphasic patient, in our experience and in the 
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experience of others whose names I will men- 
tion later in the article, has made the patients 
very happy, giving to them a new reality, in 
enjoying life comforts by making themselves 
understood, and it also made their families and 
iriends happy. P. Yakovlev, quoted by Dr. 
Clemens E. Benda in his recent book, “Develop- 
mental Disorders of Mentation and Cerebral 
Palsies, on page 283, 1952, Grune and Stratton,” 
pointed out that speech development goes 
through a stage of speech as a means of ex- 
pression to a means of communication. The 
former stage depends primarily on motor facili- 
ties which may be damaged. The latter stage 
depends on a higher level of mental integration 
and intactness of the nervous system which 
may be damaged at any place. The aphasic 
cerebral palsied child frequently impresses par- 
ents and observers as a child who understands 
everything, but who cannot talk. The “Hand 
Talking Chart” is ideal in such children when 
resorted to by patient, doctor, nurse and _ at- 
teridant. 

While one of the Authors H. C., was recu- 
perating from his cerebral accident, at the Man- 
hattan General Hospital of New York City, he 
was given a three year Residency at the hos- 
pital by its Medical Director, Dr. Alfred A. 
Richman to whom Dr. Cameron feels grateful 
and appreciative for having been given this 
opportunity to carry out his experiments, re- 
search as well as his self-treatment. His secre- 
tary, Miss Ida Teitelbaum, Ph.D., during this 
research period of his Residency was of great 
material aid in writing and recording the vari- 
ous observations that led up to the completion 
of the Hand Talking Chart and its clinical 
usage and effects in improving the aphasic pa- 
tients. Her work entailed a voluminous amount 
of writing and details of research data by the 
authors throughout several years of observa- 
tions. We feel greatly indebted to her for her 
untiring efforts and devotion to this work. 


Since the completion and clinical use of the 
“Cameron” Hand Talking Chart, many reports 
came to us from Hospital Staffs, and Supervis- 
ing Nurses teaching Nurse’s pupils, who are 
using these charts to retain the asphasic patient 
to enable him, to make his wants known to 
others, and, receive proper attention and com- 
fort through this means of training. It helped 
also to quicken or hasten the period of speech 
recovery. , 
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fingers to work. And also every attendant and 
friend at the hospital at work. At first every- 
one thought he was developing some sort of 
psychosis because of his mumbling and mov- 
ing his fingers and hand in every disection. But 
little by little it dawned upon them that the 
sick doctor has developed a new language of 
communication for the paralyzed. And the 
“Hand Talking Chart” was the end-product. 
Through a period of months he devised the fol- 
lowing: 

Using the hand and fingers of the good extrem- 
ity to make the signs on the above chart. The 
panicky feel gradually left Dr. Cameron, and 
he felt much relief and a great joy from his 
discovery. He felt now, he had a plan with 
which he could help other so-called shut-ins. 
Bringing the same aid enabling other paralytics 
to communicate their needs during an aphasic 
period gave him great comfort. He would say, 
“It was I whose courage had to be lifted. And 
as though God were at my bed-side, across my 
pain racked mind came this message from the 
Bible: (Be ye transformed by the renewing of 
your mind)—Romans, 12:2. This gave him 
power, hope and faith and acted as a guide to 
go on. Even though his condition was bad, his 
new stamina and new communication language 


hand chart helped him rehabilitate himself and, 
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regain his speech and also the use of his para- 
lyzed muscles sooner than what could be pos- 
sible otherwise. 


New Method of Communication and the 
Hand Talking Chart For Aphasia 


It is a well known fact that to train a muscle 
we must supply work for it, gradually increasing 
it in the course of training to rehabilitate it to 
function normally. This is true for the mental 
processes, and also, in the rehabilitation of the 
aphasic to coherent speech. The “Hand Talk- 
ing Chart” is very easy to master, both, for the 
patient at any age from that of a young child 
to that of an adult, and also, by the doctor, 
nurse, attendant, or a member of the patient’s 
family or friends placed in charge to care for 
him. The attendant of the Aphasic patient 
memorizes the signs on the chart, their mean- 
ings, and significance so that it becomes easier 
for him to demonstrate the Hand Talking Chart 
to his patient. The Aphasic individual even 
though he is paralyzed, he usually has one nor- 
mal extremity free (upper right or left), which 
he can train to make the fingers and hand 
signs indicated on the chart. He could prac- 
tice making the proper fingers and hand move- 
ments knowing their different meanings, many 
times over and over again, until he perfects 


HAND TALKING CHART 


The sign language in the dosigns speaks for itself. The figures and letters across the bottom are independent of the de- 
signs. By pointing with pencil or finger to the letters or figures needed to further a conversation, communication between 
patient and friend can be amplified even to the “dictation” of a letter by the patient who otherwise would remain com- 
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his knowledge of them. Slowly, yet under- 
standingly he. masters this new language and 
uses it daily until he regains the use of his own 
speech, and in time use of his failing muscles. 
This is true for many paralytics especially those 
afflicted with cerebral thrombosis and embolism. 


The Chart Study 

The Aphasic paralytic can make himself un- 
derstood by straightening two fingers upward 
for NO, three fingers upward for YES, four 
fingers upward and thumb in for UNDER- 
STAND, and so following the chart signs he can 
communicate the words REPEAT, O.K., TM 
COLD, 'M TOO WARM, BED-PAN or BATH- 
ROOM, I WANT TO GO TO BED, I WANT 
TO SMOKE, I WANT NEWS, LETTERS AND 
FRIENDS, 'M ASKING FOR GAMES, PUZ- 
ZLES, CARDS ETC., I WANT TO READ 
BOOKS, NEWSPAPERS, MAGAZINES, I 
WAN BANK BOOKS, BUSINESS PAPERS, I 
WANT TO SIT IN CHAIR, I WANT ENTER- 
TAINMENT AND RADIO, 'M ASKING FOR 
DOCTOR, NURSE, WIFE, HUSBAND, I 


WANT MY GLASSES, I'M THIRSTY, AND 
I'M HUNGRY. Mastering these words and 
phrases the paralytic can be made quite com- 


fortable.. The chart can be looked at by the 
patient when he can see, if need be he can use 
his glasses, and make it easier for the Attendant 
and himself in using the hand talking chart. 
Chart slides can be projected upon a screen 
in teaching those who have poor eye-sight and 
need additional help to aid them, besides the 
use of their glasses. Large charts can be used 
instead of the regulated size. All methods ap- 
plied having one aim in view, to train the 
aphasic patient how to be able to communicate 
his wants to his Attendants and obtain those 
comforts. It facilitates also his recovery, more 
rapidly. It’s up to the intelligent and sympathe- 
tic Attendant to take the patient’s good hand 
and fingers and demonstrate every sign slowly 
and carefully, and repeating these signs often, 
giving them their proper meaning, until the 
aphasic patient masters the Hand Talking Chart 
and enjoys its use of communication. The pa- 
tient begins to lose his fear and regains a desire 
to get well by helping himself practicing speech 
articulation and expression, and also retraining 
and reeducating his paralyzed muscles to move 
again in normal paths. 

This new method of communication for the 
aphasic patient, in our experience and in the 
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experience of others whose names | will men- 
tion later in the article, has made the patients 
very happy, giving to them a new reality, in 
enjoying life comforts by making themselves 
understood, and it also made their families and 
friends happy. P. Yakovlev, quoted by Dr. 
Clemens E. Benda in his recent book, “Develop- 
mental Disorders of Mentation and Cerebral 
Palsies, on page 283, 1952, Grune and Stratton,” 
pointed out that speech development goes 
through a stage of speech as a means of ex- 
pression to a means of communication. The 
former stage depends primarily on motor facili- 
ties which may be damaged. The latter stage 
depends on a higher level of mental integration 
and intactness of the nervous system which 
may be damaged at any place. The aphasic 
cerebral palsied child frequently impresses par- 
ents and observers as a child who understands 
everything, but who cannot talk. The “Hand 
Talking Chart” is ideal in such children when 
resorted to by patient, doctor, nurse and at- 
teridant. 

While one of the Authors H. C., was recu- 
perating from his cerebral accident, at the Man- 
hattan General Hospital of New York City, he 
was given a three year Residency at the hos- 
pital by its Medical Director, Dr. Alfred A. 
Richman to whom Dr. Cameron feels grateful 
and appreciative for having been given this 
opportunity to carry out his experiments, re- 
search as well as his self-treatment. His secre- 
tary, Miss Ida Teitelbaum, Ph.D., during this 
research period of his Residency was of great 
material aid in writing and recording the vari- 
ous observations that led up to the completion 
of the Hand Talking Chart and its clinical 
usage and effects in improving the aphasic pa- 
tients. Her work entailed a'voluminous amount 
of writing and details of research data by the 
authors throughout several years of observa- 
tions. We feel greatly indebted to her for her 
untiring efforts and devotion to this work. 


Since the completion and clinical use of the 
“Cameron” Hand Talking Chart, many reports 
came to us from Hospital Staffs, and Supervis- 
ing Nurses teaching Nurse’s pupils, who are 
using these charts to retain the asphasic patient 
to enable him, to make his wants known to 
others, and, receive proper attention and com- 
fort through this means of training. It helped 
also to quicken or hasten the period of speech 
recovery. : 
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The clinical reports came to us from Irwin 
D. Stein, M.D., Executive Director, in charge 
of Occupational Therapy, Montefiore Hospital 
for Chronic Diseases of New York City who 
wrote, “We have found your Chart very useful 
in the retraining of the aphasic patient.” Un- 
quote, there had been short explanatory descrip- 
tions of the “Hand Talking Chart” in the Amer- 
ican Journal of Nursing during July, 1951. Also 
in Modern Medicine, and Medical Times, Nov- 
ember, 1950, Nursing World, Aug., 1950 and 
Journal of Living, July, 1949 in which the author 
offered to send “Hand Talking Charts” gratis 
to all Doctors and Nurses taking care of aphasic 
patients. The same practise will be maintained 
to send as many charts as will be necessary to a 
hospital, institution, or home, to treat aphasic 
patients under medical care if the Doctor or 
Nurse in Charge, will mail such requests to us. 
We will welcome postage rate to cover the mail 
which is usually 3 to 10 cents, but no costs for 
the charts. 


Dr. L. G. Frith and Gladys D. Frith, M.D., of 
South Bend, Indiana wrote on April 22nd, 1952, 
“I have used the Visual hand signs you devised 
for several months. Each patient has been frank 
and outspoken in appreciation for them. You 
have certainly relieved a very trying experi- 
ence for all of us.” Arthur M. Hoffman, M.D. 
of Los Angeles, Cal., wrote, “At the Santa Fe 
Railroad Hospital where we have many old 
patients on whom it can be used, I have found 
that blowing it up into a card about 1 x 2 feet 
has greatly facilitated our instructions to these 
patients.” Robert S. Flinn, M.D., of Phoenix, 
Arizona, wrote, “I have had an opportunity to 
use it on one patient only and it was quite effec- 
tive. Happily, however, the patient soon re- 
gained his speech.” Mrs. Anna Amann, R.N., 
Director, Bureau of Public Health Nursing, City 
of New Orleans, Health Dept., States, “Our 
Staff has used to good advantage the hand 
talking charts which you so kindly sent us some- 
time ago.” This letter was dated March 11th, 
1952. 


William K. Keller, M.D., Professor of Psy- 
chiatry at Louisville General Hospital, Louis- 
ville, Kentucky, states, In a letter March 7th, 
1952, “I am completely sold on this method of 
communication and I have successfully used it 
in those cases where it was applicable. It is 
very simple and yet fills a very profound need. 
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I find that it is applicable by Residents who 
can, with very great ease, quickly teach patients 
to communicate by this means. It is a very 
worthwhile contribution.” Dr. J. M. Barnes of 
Montgomery, Alabama, wrote, “I have used 
your “Hand Talking Chart” with considerable 
success in a few cases of aphasia.” Dr. Walter 
B. Phillips, of Cincinnati, Ohio, wrote, “I have 
used the “Hand Talking Chart” on three pa- 
tients and found it very satisfactory. It has 
proved a relief for them from obvious distress. 
It is a grateful mode of communication.” Dr. 
Hilton S. Read of the Ventnor Clinic, Atlantic 
City, N. J., wrote April 16th, 1952, “I am quite 
sure that patients who can use this chart are 
most appreciative. Nothing is more pathetic 
than the individual who cannot communicate 
his thoughts to his family and his associates.” 
Dr. Myron J. Welty, Leighton Clinic, Leighton, 
Aiabama, wrote April 16th, 1952, “I am glad 
to tell you that I have had excellent results 
with the hand talking chart in a case of strictly 
aphasic hemiplegia, that I have had since you 
sent me the chart. It was very helpful and 
encouraging to the patient and his attending 
relatives alike, and they appreciated it highly. 
I wish to thank you for them and myself, and 
can surely recommend its use in this type of 
cases.” Stewart H. Jones, M.D., Lahey Clinic, 
Boston, Mass., wrote 3/31/52, “It does seem 
like a practical solution to the problem of the 
aphasic patient.” Eben Alexander, Jr., M.D., 
Wake Forest College, The Bowman Gray School 
of Medicine, Winston-Salem, North Carolina, 
wrote 3/25/52, “I do feel it is a useful method 
of communication for certain selected cases, 
and we will continue to make use of it as pa- 
tients present themselves for it.” W. G. Walker, 
M.D. wrote 4/16/52, “Proved very helpful and 
comforting.” Mary Jane Williams, R.N., In- 
structor, Medical Nursing, Yale University School 
of Nursing, New Haven, Conn., wrote Oct. 13th, 
1950, “The Chart is an excellent idea and feel 
that we, as nurses, should be able to utilize it 
to advantage in our rehabilitation unit. 40 
copies sent for the nursing unit.” Clifford D. 
Moore, M.D., Medical Director, Stanford Hall, 
Stanford, Conn., wrote 3/12/52, “The Chart 
appeals to me as a useful aid in dealing with 
aphasics.” 


We feel encouraged by’ receiving hundreds 
of such favorable reports of the use of the 
hand talking charts successfully upon several 
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hundred aphasia patients, over an extended 
area of a cross-section of this country, with 
experiences similar to our own, wherein, the 
patients were able to communicate with others 
their basic needs and desires, thereby dispelling 
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their fears, and helping them on to a speedier 
recovery making everyone around happier. 

Direct requests for “Hand Talking Chart,” to 
Dr. Hamilton Cameron, Apt 3LL, 601 Cathedral 
Parkway, New York City 25, N. Y. 


LIPOPROTEINS AND ATHEROSCLEROSIS 


Benson Bloom, M.D. 
Tucson, Arizona 


In recent years it has become increasingly 
apparent that atherosclerosis, the most impor- 
tant and most common type of arteriosclerosis, 
is a disturbance of metabolism of lipids, rather 
than being merely an inevitable consequence 
of the ageing process. Years ago, Anitschow(1) 
was able to produce lesions in rabbits that 
closely simulated human atherosclerosis by feed- 
ing large amounts of cholesterol, a substance 
foreign to the usual rabbit diet. It was further- 
more demonstrated that by withdrawing the 
cholesterol the lesions could heal, leaving a hya- 
line scar. Because so many people refused to 
accept this possible similarity between rabbits 
and human beings, the work of Anitschow has 
not received the praise it deserved. Since that 
time, other workers, using other species, have 


shown clearly that atherosclerosis can be pro- 
duced with ease in some animals, (and can be 
modified, incidentally, by various hormones, 


particularly in the chicken). On the other 
hand, dogs are not susceptible to atherosclerosis, 
unless made myxedematous by thiouracil. There 
are differences in localization of the lesions in 
these animals as contrasted with the lesions as 
found in man, but the microscopic picture is 
essentially the same, and it thus appears that 
animal studies can be of great help in elucidating 
the complex set of circumstances that determine 
atherogenesis. 

There are many observations too, that make 
it perfectly clear that there must be a number 
of circumstances that determine the degree of 
atherosclerosis a human being will develop. 
We know that it is rare for a woman in her 
forties, without hypertension or diabetes or 
myxedema, to have a coronary thrombosis, and 
yet this is not at all an uncommon occurrence 
in men. There is, thus, a sex difference. Army 
pathologists report that the native population of 
Okinawa shows much less atherosclerosis than 
Americans. This may be racial or it may be 
dietary. During the German occupation of 
Norway, when the butter and the fats were 


taken over by the Germans, there was, accord- 
ing to. Dedichen(2), a sharp reduction in the 
incidence of coronary thrombosis among the 
Norwegian population, the incidence of this 
disease returning to its previous level shortly 
after the war was over. It was noted, too,(3) 
that American soldiers had a higher incidence 
of coronary disease than the British soldiers 
fighting under the same circumstances, this high- 
er incidence in Americans being ascribed to 
their more luxurious diet, especially with re- 
gard to fats. It is said, too, that in Germany 
after World War II, coronary disease decreased 
during the period of partiai starvation. How 
accurate these observations are I cannot say, 
but they strongly suggest that dietary factors 
are important in atherogenesis. For a number 
of years this has been the suspicion of many 
workers in the field, but there never has been 
any proof, and especially so since the only 
serum tests for atherosclerosis were by determin- 
ing blood cholesterol levels and phospholipid/ 
cholesterol ratios. The results of these tests 
have so far led to a great deal of confusion, the 
cause of which is now apparent. 

In February of 1950, Gofman, working at the 
Radiation Laboratory at the University of Cali- 
fornia, reported(4) on his discovery, by use of 
the ultracentrifuge, of large lipoprotein mole- 
cules in the blood serum of patients with athero- 
sclerosis. This work has resulted in consider- 
able increase in the interest in the problem, and 
since then there have been numerous reports 
dealing with these so-called “Giant Molecules” 
of the Sf10-20 class.(5, 6, 7, 8) In brief, Gofman 
has shown that an abnormal class of molecules 
is present in the serum of people who are de- 
veloping atherosclerosis, or at least that these 
molecules ‘are present in such people to an ab- 
normal degree. At present it is felt that the 
critical level of concentration of these molecules 
is around 50 or 60 mg. per cent. In other words, 
almost invariably those people who develop 
coronary occlusion have had blood levels of 
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these lipoproteins at these heights, and many 
coronary cases have levels up to 80 or 100 
or more. Assuming the correctness of these 
studies, and I have no reason to doubt them, 
we thus have a means at hand to determine, 
by a serum study, the individual who is under- 
going the process of developing atherosclerosis, 
and therefore possibly its very common sequel, 
coronary disease. At present a study is in pro- 
cess on about ten thousand people to deter- 
mine whether coronary thrombosis will develop 
only in those people whose blood levels of these 
lipoproteins are elevated. You can readily imag- 
ine that this is a rather stupendous undertaking. 
So far, it appears that all the people who have 
developed coronary thrombosis (with one pos- 
sible exception) have significantly elevated 
Sf10-20 levels. Within the next year or two, 
we should know with greater accuracy the value 
of this test. It also appears clear that the re- 
sults from these studies so far are in complete 
accord with all our present knowledge of athero- 
sclerosis. For example, the elevated levels are 
found more commonly in diabetics. hyperten- 
sives, the myxedematous, the nephrotics and 
cases of xanthoma tuberosum, all conditions 
where we know that atherosclerosis is prone to 
occur. 


Gofman was able, furthermore, to demonstrate 
that, in some people, but not all, these elevated 
lipoprotein levels could be reduced by strict 
adherence to a low fat-low cholesterol diet. The 
diet is somewhat difficult to follow, and I doubt 
if the average American would follow it unless 
he were threatened with a repeat coronary oc- 
clusion. The fat intake must be reduced to 
50 or even 25 grams of fat, and the cholesterol 
intake must be markedly reduced. No egg 
yolk, no liver or other glandular foods are to be 
eaten, and only a quarter pound of lean meat is 
permitted. One therefore must eat a good 
deal in the way of fruits and vegetables, and 
that doesn’t make the average person very happy. 
Considering the extensive amount of athero- 
sclerosis in the American population today and 
considering the necessity for great stringency in 
this dietary routine, it hardly seems likely that 
we as a people will change our habits of eating 
sufficiently to have any appreciable effect on 
this disease. And so a great deal of work has 
gone on to find some substance that will de- 
crease or remove the offending molecules. With 
one most interesting exception, which I will 
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discuss in a moment, these attempts have been 
more or less fruitless, but this one exception may 
eventually turn out to be a potent answer to part 
of the problem. 


More important than even the possible prac- 
tical application of this knowledge in the field 
of atherosclerosis is the development of con- 
siderable information about the nature of some 
aspects of fat metabolism. From the numerous 
and variegated studies that have gone on in the 
Donner laboratory under Doctor Gofman, an 
hypothesis has been developed regarding the 
nature of lipoprotein metabolism, as seen in the 
blood serum. By the ultracentrifuge technique, 
as perfected by him, various lipoproteins can 
be identified. In the normal human being, 
lipoproteins of the Sf3-8 are always present. 
(Absent or very sparse in the normal rabbit. ) 
In atherosclerotic persons molecules of the 
Sf10-20 class exist, and molecules of higher 
classes up to Sfl100 are also very apt to be 
present. From here on up one goes into higher 


and higher classes, including the “feasting” com- 
ponents, until one reaches the Sf 40,000 class, 
known as chylomicrons, which were by some 
thought to be the important factor in deter- 


mining the development of atherosclerosis. 
Many of these classes have been isolated and 
studied chemically, so that we are beginning to 
have some accurate information of the differ- 
ences of the various-sized molecules. The large 
chylomicrons consist mostly of neutral fat, and 
contain a small amount of cholesterol, and no 
protein. As one goes down to the smaller mole- 
cules, some of which are only a thousandth the 
size of the chylomicrons, one finds that the mole- 
cules become more complicated. They become 
denser as they become smaller, they begin to 
take on protein and phospholipid, and their 
cholesterol content increases. Below the Sf 3-8 
class there are still further classes of even more 
complicated molecules, which are now being 
studied. These may be of great importance as 
molecules transporting the body hormones. By 
chemical analysis of the separate classes it is 
found that at least 95 per cent of the serum 
cholesterol, as determined by the usual chemical 
study of the serum as a whole, can be accounted 
for by the various fractions. Thus, a patient 
with a low or a low normal total chemical chol- 
esterol study may have an excessively high read- 
ing of the important Sf10-20 class, and thus 
be having atherogenesis going on at a rapid 





Vol. 9. No. 8 


rate, although there would be no indication of 
this from the usual total chemical determination. 
Conversely, a patient with a high serum chole- 
sterol could have a relatively benign Sf 10-20 
reading, the elevated cholesterol coming from 
the components above Sf100, for example, 
which do not appear to be related to athero- 
sclerosis. In general, it should be said that most 
people who have a total blood cholesterol over 
300 mg. are apt to show an elevated Sf10-20 
reading. Pierce(7) has shown that, in the al- 
loxan diabetic rabbit, where extreme hyper- 
cholesterolemia develops, there is no correlation 
between the cholesterol level and atheroscler- 
osis, but that there is a correlation in these 
animals between atherosclerosis development 
and the Sf 10-20 level. This is a clear answer 
to those who try to insist that chemical chole- 
sterol readings are as valuable as the Sf 10-20 
readings. 


In the normal lipid metabolism, as seen in 
the serum, then, the large molecules break down 
into smaller ones, become more complex, and 
are eventually used up. That this is so has been 
demonstrated in many ways, and it has been 
shown that this metabolic process can be block- 


ed by a number of methods—ACTH, cortisone, 
X-ray, toluidine blue, alloxan, etc., and, on the 
other hand, can be speeded up tremendously by 


one substance, heparin. Figure I demonstrates 
the distinct blocking pattern Doctor Pierce and 
I(9) found in normal rabbits. After cortisone is 
started, the small amounts of lipoprotein present 
disappear rapidly, and as the larger molecules 
are poured from the tissues into the serum, they 
are blocked at about the Sf 40-80 level and pile 
up to a tremendous level in the serum, account- 
ing for the lipemia (and sometimes, with ACTH, 
death) that occurs in these rabbits. After cor- 
tisone is stopped, the larger lipoproteins then 
proceed through their normal metabolism, mole- 
cules of the smaller classes being formed; these, 
too, are used up and eventually one gets back 
to the pre-treatment lipoprotein pattern. The 
development of lipemia, noted by others, in 
these rabbits is explainable on the above hypo- 
thesis. It was a curious observation that in our 
ACTH group only the obese animals, 5 kgs. or 
more, were the ones that developed lipemia and 
convulsions and died. An animal of 2,500 grams 
could tolerate the same dose of ACTH with 
equanimity. The obese animals apparently 
poured too much fat into their sera, which 
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because of the induced metabolic block, result- 
ed in excessive lipemia and death. In contrast, 
to these rabbit studies, we were not able to 
demonstrate any effect on human beings treat- 
ed with ACTH or cortisone, either on short 
term studies, or on long term studies, up to 19 
months.(10) The reason for this marked differ- 
ence in reaction between rabbits and human 
beings we have not attempted to explain. Per- 
haps it is a matter of dosage. It is important 
to state that our findings do not agree with 
Adlersberg, ‘who reports that long term use of 
these hormones tends to produce hyperchole- 
steremia and thus probably atherosclerosis. We 
found no significant increase of the Sf 10-20 
molecules in our patients, treated with the usual 
therapeutic dosage, nor were we able to con- 
firm his findings by serum cholesterol studies 
(using the Schoenheimer-Sperry method. ) 

In contrast to the blocking phenomenon de- 
scribed, the opposite has been found with hep- 
arin. This substance, both in rabbits and in 
human beings, was found to produce an enor- 
mous hastening of the metabolic breakdown of 
the lipoproteins from one class into its next 
lower class. This has become of great prac- 
tical importance in the treatment of angina and 
peripheral occlusive disease. Lyon(1l) re- 
ported that 30 of 32 patients with classical an- 
gina had considerable relief from angina on 
being given 50 mg. of heparin intravenously 
twice a week. Engelberg(12) has reported that 
in 33 cases about two-thirds had appreciable 
relief from anginal pain. Moreover, he reports 
that there was improvement in some of the 
patients as judged by ballisto-cardiographic stu- 
dies, the Master two step test, and in work ca- 
pacity. In addition, by the use of heparin, in 
varying doses up to 100 mg. a day (which can 
be given subcutaneously in place of intraven- 
ously) about 80 per cent of 14 cases of peri- 
pheral occlusive vascular disease were improved, 
objectively as well as subjectively, blood flow 
increasing as much as 500 per cent. The ex- 
planation for the improvement from heparin in 
angina and occlusive disease is not at hand, 
even though the clinical results seems to cor- 
relate with the decrease of the Sf 10-20 serum 
levels. Obviously, this has nothing to do with 
the anticoagulant effect of heparin. 

In the somewhat rare condition of xanthoma 
tuberosum, where one is dealing with exces- 
sively high serum cholesterol and Sf 10-20 levels, 








24 ARIZONA MEDICINE 


the pronounced skin lesions in four cases have 
tended to vanish. Needless to say, no other 
substance is known to have such a remarkable 
effect. 

I know of more than 100 cases of angina in 
which it has been used, with about 65 per cent 
reported good results. My own experience is 
limited to five cases. One is entirely free of 
angina while on heparin, two have been bene- 
fited, one was not helped, and one patient with 
severe angina and a previous occlusion had a 
second occlusion while he was on daily heparin, 
and died. It is likely that in the near future 
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there will be many large series reported, so that 
we can have a better evaluation of a disease, 
which because of its essentially subjective char- 
acter, is difficult to evaluate in terms of ther- 
apy. 

From what has been said it is clear that the 
lipoprotein studies that have already been done 
by Gofman and his group at the University of 
California have considerably increased our 
knowledge of atherosclerosis, and lipid metabol- 
ism in general. Assuming the correctness of his 
views, we have at hand a means of diagnosing 
atherosclerosis by serum studies, we know that 
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in some patients the further development of 
atherosclerosis can be impeded by dietary regu- 
lation, and it appears that we already have 
available a substance which can so speed up the 
supposedly defective lipid metabolism that the 
offending molecules can be reduced in the serum. 
It is not heparin itself that is effective, but 
rather a substance produced in the body by 
heparin injection that has this remarkable effect. 
One may venture the guess that the cause of 
atherosclerosis is a deficiency of this heparin 
“factor.” The obvious implication from the work 
of Gofman and his associates is that a method 
for prevention and treatment of atherosclerosis 
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may be at hand. 
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MASSACHUSETTS GENERAL 
HOSPITAL CASE NO. 17192 


The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 














Dr. Edward G. Thorp*: This patient was a 
fifty-five year old single unoccupied native 
woman who entered December 2 following a 
profuse hematemesis. She came into the Emer- 
gency Ward comatose. Her history was given 
by her niece and was grossly inaccurate. 

She had been living alone. The niece knew 
little about the patient’s life except that she 
had had a series of hematemeses six or seven 
years before entry requiring three transfusions, 
and had been told that she had a duodenal 
ulcer, which was proved by x-ray. At that time 
she had been put on a diet the nature of which 
was not known. About six weeks before Thanks- 
giving she had a small hematemesis, the amount 
not known. She had adhered to the diet very 
well until Thanksgiving. Then she broke her 
diet. 

On the morning of her entry at eight o'clock 
she first vomited blood. Two or three hours 
later she had another hematemesis. Her doctor 
gave her a sixth of a grain of morphia and 
sent her to the Emergency Ward. On the way 
here in the taxi she vomited a pint of blood, 
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clotted not fresh. On arrival she was comatose, 
with blood smeared over her mouth and cloth- 
ing. Her lips and skin were very pale. The 
pupils were pinpoint. The chest was clear in 
front. The back was not examined. The heart 
was enlarged to the left. The rhythm was regu- 
lar. There was a systolic blow at the apex. 
The blood pressure on entry was 86/40. The 
radials were not sclerotic; we could not feel 
them. The abdomen was negative to gentle pal- 
pation. There were absent knee and ankle 
jerks. The red blood count on entry was just 
below 2,000,000, with a hemoglobin of 40 per 
cent. The white cell count was 12,950. The 
smear showed 86 per cent polynuclears, moder- 
ate achromia, marked variation in size and shape. 

After entry the blood pressure rose rapidly 
to 100/40. Morphia in 1/6 grain doses was 
given. She could take only three doses. Then 
her respirations would go down to 10 and the 
morphia was omitted. At two o'clock in the 
morning the blood pressure fell to 78/30. She 
was put in shock position and a donor obtained. 
It was arranged that she should sleep in the 
Emergency Ward. A transfusion set was pre- 
pared so that we could transfuse her at a mo- 
ment’s notice in the ward. The blood pressure 
after that one low reading of 78/30 immediately 
rose to 85/40. The pulse had not changed at 
all. It was 100, occasionally rising to 105. An 
hour and three-quarters later, at quarter to 
four, the pulse and blood pressure were un- 
changed. As soon as I left the ward and went 
to my room the nurse called me and said the 
blood pressure was down to 58. The pulse was 
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still 105. I came back to the ward immediately 
and started to give an intravenous infusion, 
but before I could give it the patient became 
pulseless and died. 

DR. A. J. FILLMORE: 

This is the inaccurate history of an unoccupied 
fifty-five year old female who had had repeated 
episodes of gastro-intestinal bleeding for the past 
six or seven years and whose final day in the 
hospital was spent in a state of shock. I believe 
the state of shock was the cause of death. 

Hematemesis indicates rapid bleeding above 
the level of the ligament of Treitz. Esophageal 
varices, gastritis, peptic ulcers and malignant 
ulcerations of the stomack are the most common 
causes of hematemesis. 

There was only a short interval of observa- 
tion of this patient during which time she was 
either kept in a comatose state with the use of 
the Morphia—or she was in a state of deep 
shock from th excessive loss of blood. It is 


difficult to determine which; however, here is 
an instance in which we are forced to “assume” 
to a large extent because of the absence of 
accurate history and because of scanty physical 
findings and laboratory procedures. 


The mode 
of death was not consistent with a healthy per- 
son simply bleeding to death. The coma and 
lack of cerebral function is sometimes seen in 
cirrhosis, terminally, and because hemorrhage 
from esophageal varicies is the second most com- 
mon cause of severe hematemesis I think the 
possibility of cirrhosis is good. 

Peptic ulcer is the most common cause of 
massive hemorrhage from the upper gastro- 
intestinal tract. Previous episodes of hematem- 
esis or melena suggest the probability of peptic 
ulcer on a statistical basis because approxi- 
mately 75% of all massive hemorrhages into the 
upper alimentary tract are caused by peptic 
ulcer. 

In a comparatively large series of cases of 
shock resulting from severe blood loss or from 
trauma it was concluded that in such a case of 
shock the patient had lost approximately two 
liters of blood. 

The surgically significant feature of reduced 
blood volume is an increased susceptibility to 
shock correctable by transfusion replacement of 
the blood volume deficit—on this basis some 
authors have proposed to designate such a syn- 
drome as “chronic shock”. Blood volume meas- 
urements on patients soon after hemorrhage or 
injury reveal that in cases with clinical mani- 
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festations of shock follewing skeletal trauma or 
hemorrhage the blood volume is thirty to forty 
per cent below normal. On the average 1.5 to 
2 liters of blood are required for replacement. 

I wondered about the relationship between 
the degree of lowering in blood volume and the 
level of systolic pressure. I found the report 
of an interesting experiment in which shock was 
produced in anesthetized dogs by severe burns. 
Immediately after the burn a large reduction 
in plasma volume took place and all of it was lost 
in the burned area. On continued observation 
the plasma volume continued to decrease grad- 
ually, but a considerable increase in circulating 
red cell volume occured so the total volume 
declined less than the plasma. Systolic pressure 
remained normal although accompanied by in- 
creasingly rapid pulse and respiratory rates until 
the total blood volume was reduced about thirty 
per cent when the systolic pressure suddenly 
dropped and the animal proceeded to die. 

It has been shown that following the sudden 
loss of a significant quantity of blood there is 
an initial stage during which the body attempts 
reflexly by vasoconstriction to compensate for 
the reduced circulating volume by a correspond- 
ing reduction in the vascular bed and a mobili- 
zation of blood cells from certain depots, espe- 
cially the spleen and liver. This is followed 
soon by a shift of plasma fluid from the sur- 
rounding tissue spaces into the systemic circula- 
tion. If the patient is in a relatively good state 
of nutrition and hydration and there is no further 
bleeding, compensation may be adequate and 
the patient will recover. But, if the bleeding 
continus the loss of blood may exhaust the 
body’s ability to compensate and the patient 
will pass into a shock state. 

In the presence of fully developed shock re- 
sulting from hemorrhage and characterized by 
falling blood pressure below 100 systolic and a 
steadily increasing pulse rate above 100 per 
minute prompt replacement of blood is indi- 
cated. The administration of blood should be 
continuous as long as the indications for blood 
persist regardless of the total amount of blood 
used. Successful treatment of massavie hemorr- 
hage depends upon prompt restoration and 
maintenance of an adequate circulating blood 
volume which is usually not less than sixty per 
cent of the normal pre-hemorrhage level. 

It is stated by Dr. Price, professor of sur- 
gery at the University of Utah, that if two liters 
of blood are removed from a man’s vein and the 





Vol. 9. No. 8 


full amount is refused at once, the refusion will 
restore his blood volume to normal level. If 
the blood is withheld for three hours reinjection 
will not restore the blood volume to normal, 
instead a considerably larger quantity of blood 
than that removed will be required to get the 
blood volume back to normal and keep it there. 
If the re-injection should be delayed for six or 
eight hours even multiple large transfusions may 
fail to re-establish and maintain a normal blood 
volume. 

There is probably nothing which causes in- 
termittent hematemesis more commonly, such as 
over a period of six or seven years as our patient 
had, than ruptured esophageal varicies which 
result from portal hypertension usually secondary 
to cirrhosis of the liver. Acute hemorrhage from 
this cause may precipitate coma. Recent stu- 
dies on the effect of acute blood loss have 
shown a greater reduction in portal blood flow 
than is suggested by changes in the systemic 
blood pressure and this means a marked de- 
crease in the oxygen content of the portal blood. 
Since the liver receives seventy-five to eighty 
per cent of its oxygen from the portal system 
marked hepatic anoxia might be expected from 
severe hemorrhage. 

No specific clinical finding other than coma 
serves to distinguish the comatose state in our 
patient. The presence of liver disease here can 
only be suspected, but in this situation with 
possible liver damage, more than in a case of 
coma entirely from blood loss, the injudicious 
use of sedatives may have been a factor in the 
production of coma in our patient. Most forms 
of sedatives seem to be poorly tolerated by pa- 
tients with liver disease. This is especially true 
of morphine the fate of which is largely by 
detoxication in the liver. Detoxication proceeds 
slowly, only one-half the total amount is de- 
stroyed in twenty-four hours. 

Fagin and Thompson in their discussion of 
cirrhosis observed that of fifteen patients dying 
in liver coma, the coma in six followed the ad- 
ministration of morphine by a few hours. As 
little as 1/6 grain may induce coma lasting up 
to three days or until death supervenes. Our 
patient had four doses of 1/6 grain in about a 
twenty hour period. 

In an attempt to gain information about the 
patient from what was done for her during her 
short stay in the hospital one may wonder why 
she required so many hypos of morphine. She 
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must have either been extremely restless or she 
did have considerable pain. It is stated that 
patients with esophageal varices have little or 
no esophageal pain, but have abdominal discom- 
fort secondary to an enlarged spleen or liver or 
ascites. The periodicity and relationship of 
food to the peptic ulcer pain is well known, 
but the information from the scanty history does 
not give description of such pain. 

So if we deduct from what was done as to 
what may have been present to cause such a lot 
of pain one not uncommon process to consider 
is that of mesenteric thrombosis. In an event 
such as that there is usually bloody stools with 
crampy pain and rapidly developing shock, 
which is the only definite thing we know about 
this patient. 

The most interesting feature of this discussion 
I believe is not what disease the patient had 
but what might have been done to prevent 
death or to combat the state of coma as she 
presented on admission. 

The management of this case was somewhat 
different from the usual procedure for such an 
emergency. The withholding of blood or any 
type of fluid up to the time of death is con- 
trary to the usually accepted medical manage- 
ment in these parts. I believe massive, con- 
tinuous transfusion of whole blood would have 
been the method of choice in the treatment of 
this case. 

My diagnosis: 

1. Acute shock from blood loss due to peptic 
ulcer with the injudicious use of morphine. 

2. Esophageal varices, ruptured, with acute 
blood loss with hepatic coma and morphine 
over dosage. 

I should like to say again that it would have 
been of great help to have had early replace- 
ment of the lost blood. Deficient circulation 
produced by low blood volume leads to’ tissue 
anoxia or hypoxia, which I believe is the pref- 
erable term now. It has been shown that the 
liver is especially sensitive to such tissue hypoxia. 
In case the period of depressed circulation is 
prolonged, irreversible changes occur. At this 
time even though more blood is injected than 
has been--lost the blood pressure cannot be 
brought back to normal and death results. The 
problem resolves itself into the early adequate 
replacement of lost blood. But transfusions are 
of temporary value and they should be used to 
tide the patient over the critical period until 
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health is sufficiently restored for the body to 
take over the regulation and maintenance of 
blood volume. 

CLINICAL DISCUSSION 

Dr. Arlie V. Bock: Why was not cirrhosis 
considered? 

Dr. Thorp: She had had no history of indi- 
gestion at all in the interval. She had been 
very comfortable. 

Dr. Bock: We had a woman much like her 
a number of years ago who entered the hospital 
following a brisk hematemesis. She had been 
admitted a year before for the same reason. 
At that time a diagnosis of cirrhosis was made. 
In the intervening year she had not had sym- 
ptoms. She died from hemorrhage. Her post- 
mortem examination showed an advanced hob- 
nail type of cirrhosis. There was no history of 
alcohol. 

Dr. Chester M. Jones: One old cirrhotic has 
been back ten times or more in the past ten 
years and has had intervals of two or three 
years between the hematemeses. 

Was leiomyoscarcoma considered here at all? 

A Physician: I think she had carcinoma. 

Dr. Fuller Albright: She had some anemia. 


Dr. Thorp: That is the thing that worries us 
more than anything else. 


Dr. Albright: I think she must have had 
something else. 

Dr. Thorp: She had a small hematemesis six 
weeks before entry. 

Dr. Bock: Her leukocyte reaction was very 
slight for the amount of hemorrhage that we 
should expect if this were bleeding from a duo- 
denal ulcer. We know cirrhotics have a ten- 
dency to run a leukopenia, which may have in- 
fluenced the whole cell response. 

Dr. Tracy B. Mallory: Does anyone want to 
hazard a guess about Banti’s disease? 

Dr. Bock: She was too old for that. 

Dr. Mallory: It certainly would be unusual 
on that score. 

CLINICAL DIAGNOSIS 

(From Hospital Record ) 
Peptic ulcer, bleeding 

ANATOMIC DIAGNOSIS 

1. Primary disease. 

Cirrhosis of the liver. 

Esophageal varices. , 

Ulcer of the esophagus with performation. 

2. Secondary or terminal lesions. 

Ulcer of the duodenum. 
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Hyperplasia of the spleen. 
PATHOLOGIC DISCUSSION 

Dr. Mallory: I am not perfectly sure what 
she did have. But she certainly had a sharply 
punched out ulcer in the duodenum. There 
was no evidence of bleeding—no vessels of sig- 
nificant size were present in the base of the 
ulcer. I do not believe that was the source of 
her hemorrhage. There were varices in the 
esophagus and over one of them was a shallow 
ulceration in the mucosa. Microscopic examina- 
tion shows immediately under that shallow ulcer 
a hugely dilated vessel with a great deal of 
fibrin adherent to the inner surface as though a 
fresh thrombus were forming in an effort to close 
a fresh perforation. I am satisfied that her 
fatal hemorrhage came from the esophagus, 
not from the duodenal ulcer. 

She had a big spleen, 500 grams. It is much 
firmer than normal, slightly but not strikingly 
fibrous. We examined carefully the portal and 
splenic veins, but there were no thrombi. 

She had a somewhat small liver, about 1000 
grams, which was not nodular but did feel more 
fibrous than normal. It is not a characteristic 
picture of cirrhosis of the liver, though it has 
to be classed as a very mild cirrhosis. 

Dr. Bock: Were there no other big veins 
around the spleen or any where else? 

Dr. Mallory: No, nothing striking at all. 

I remember another autopsy in which there 
were definite esophageal varices where I could 
not demonstrate a rupture. In that case too 
there is a history of gross hematemesis with more 
than a pint of blood, yet we found an absolutely 
normal liver and spleen. I do not see why it is 
not possible theoretically at any rate that varices 
might occur in the esophagus as well as else- 
where spontaneously without cirrhosis or throm- 
bosis in the portal vein. In varicose veins of 
the extremities, in the type of varices that cause 
hematocele, and in many cases of hemorrhoids 
it is impossible to demonstrate in most instances 
any satisfactory local etiology. I do not see 
why it is not quite possible that some people may 
have larger veins in the esophagus than others 
and may develop varices without cirrhosis of 
the liver at all. 

Dr. Bock: She did not have diaphagmatic 
hernia? 

Dr. Mallory: No. 

Dr. Jones: Why do you think the spleen was 
enlarged? 
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METAMUCIL 


Effective in Distal Colon Stasis* 


“A roentgenographic evaluation of the common methods of therapy . 

demonstrated that .. . a mucilloid substance (Metamucil) has been most 
effective in the most prevalent [type of colonic stasis], distal colon stasis. . . . 
Enemas gave good results in rectal stasis only. Mineral oil had very little 
effect. Antispasmodics and sedatives had no efficacy. . . . It was found that the 


use of habit forming cathartics may be avojded in most instances.”* 
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Dr. Mallory: I cannot answer that. One is 
tempted to connect her varices with the enlarged 
spleen and call it Banti’s disease, but true Banti’s 
disease should show thrombosis of either the 
splenic or the portal vein. 

Dr. Jones: If there were a little closer con- 
nection it would be interesting to connect this 
with the case discussed recently at one of the 
medical staff meetings in which a splenectomy 
was done with frank cirrhosis of the liver. The 
question was raised as to what effect it would 
have on the ascites and the portal circulation 
to take out the spleen. In these cases it was 
apparently of great benefit. You have not got 
your proof of vascular disturbance here, have 
you? 

Dr. Mallory: No. 

There is another group of cases in this con- 
nection a little commoner in my experience, 
cases of frank hematemesis, in which I have 
been able to find nothing at autopsy except 
numerous scattered petechial hemorrhages 
throughout the stomach. I feel sure it is pos- 


to get gross hematemesis merely from 


sible 
them. 

Dr. Jones: We do in diabetes. 

Dr. Thorp: I should like to ask what her 
critical level of blood pressure should have been. 
I thought that maybe if we waited until it was 
80 it would be safe. A surgical senior house 
officer concurred in that opinion. 

Dr. Frederick T. Lord: It is extraordinary, 
I think, how variable some of the responses to 
low blood pressures are. We have in general 
regarded anything under 90 as a critical level. 
We have had several experiences in the hos- 
pital with the persistence of low blood pres- 
sures with maintenance of life for a considerable 
period of time. For example, in a fatal case Dr. 
Churchill operated on for pulmonary embolism 
the blood pressure remained for a number of 
hours at about 70. Another patient with a 
bleeding peptic ulcer had a blood pressure in 
this neighborhood for four or five hours and 
recovered. With lobar pneumonia, the blood 
pressure may be low in consequence of toxemia. 
In a serum-treated Type II pneumococcus in- 
fection in a woman of thirty-two in the wards 
last December the blood pressure remained at 
70 systolic and 50 diastolic for most of one night 
and the following five days varied from 90 to 
110 systolic. The patient recovered. 

Dr. Walter Bauer: A blood pressure of 60 
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is not compatible with life if it lasts longer than 
half an hour, particularly if the drop in blood 
pressure was sudden. 

Dr. Albright: Don’t you think we are con- 
sidering blood pressures in connection with a 
normal hemoglobin? There is such a low hemo- 
globin here that what would ordinarily not be a 
critically low level of blood pressure might be 
so in this case. 

Dr. Lord: A hemoglobin less than 25 per 
cent is supposed to be incompatible with lift. 

Dr. Albright: I mean the combination. Usu- 
ally we have a fairly high hemoglobin level dur- 
ing the acute stage of hemorrhage. 

Dr. Edward L. Young, Jr.: I am occasionally 
told by an anesthetist, while operating on some 
difficult or long drawn out case, that the 
patient’s blood pressure has entirely disappeared. 
This is not necessarily fatal nor has it proved 
to be necessarily a bad prognosis. It practically 
always comes back and I am sure I have seen 
it remain below 70 systolic for several minutes 
at atime. Unless there is some contraindication, 
such a patient has the head of the operating 
table lowered and sometimes is given some stim- 
ulation on the table. 

Dr. Lord: I watched a patient in consulta- 
tion outside this hospital for about an hour with 
no blood pressure. She died some time between 
the time I left her and the time I got home. 
I could not get it at any time during my period 
of observation. The extremities, neck and head 
were cold and clammy the skin and mucous 
membranes pale and the pulse rate 150, but she 
was conscious and clear mentally. 

Dr. Thorp: I had a man in the Emergency 
Ward with probably hemochromatosis with a 
blood pressure of 45 over a period of five hours. 

Dr. Mallory: An extreme degree of contrac- 
tion of the peripheral vessels might explain a 
case like yours, Dr. Lord. 

Dr. Lord: I thought it was a coronary throm- 
bus. The patient was in a condition of shock. 
We are dealing in acute hypotension with a num- 
ber of factors. In patients with pulmonary em- 
bolism and coronary thrombosis there is prob- 
ably peripheral collapse of blood vessels from 
sudden suspension of the circulation. In pa- 
tients with hemorrhage, rapid loss of blood 
produces acute decrease in blood volume. The 
toxemia of infection may produce vasomotor 
changes with consequent increase of vascular 
bed from capillary distention. 











sochypiigh ty 








@ 





therapy of 
selected CASES 
of 
tuberculosis 





| ——— =e 
@relsn ar; VALR 











ARIZONA MEDICINE August, 1952 








THE Sectq@y2. MESSAGE 


GROUP DISABILITY INSURANCE 


EACH MEMBER RECEIVED THROUGH THE MAIL A RETURN POST- 
AL CARD FORM OF QUESTIONNAIRE DEALING WITH THE SUBJECT 
OF GROUP DISABILITY INSURANCE. IN ORDER THAT YOU MAY 
FULLY UNDERSTAND THE INTENT OF THIS INQUIRY, IT IS STATED 
THAT YOUR ASSOCIATION HAS RECEIVED MANY REQUESTS STATE- 
WIDE FROM ITS MEMBERS FOR INFORMATION AS TO THE POSSI- 
BILITY OF OBTAINING HEALTH AND ACCIDENT COVERAGE WITH 
THE ADVANTAGES OF AVAILABILITY AND LOW PREMIUM COST 
THROUGH GROUP PARTICIPATION LIKEWISE, FROM TIME TO 
TIME MANY REPUTABLE INSURANCE COMPANIES HAVE PRESENTED 
SUGGESTED PLANS OF VARYING BENEFITS. 


WITH A VIEW OF PERFORMING A VALUABLE SERVICE TO THE 
MEMBERSHIP, COUNCIL IS AGREEABLE TO UNDERTAKE AN EX- 
HAUSTIVE SURVEY OF THE MOST ADVANTAGEOUS FORMS OF IN- 
COME PROTECTION INSURANCE AVAILABLE NATIONALLY AND PRE- 
SENT THE RESULTS OF ITS STUDY FOR CONSIDERATION AND 
FURTHER DELIBERATION. THIS WILL ENTAIL CONSIDERABLE 
TIME AND EFFORT ON THE PART OF YOUR MEDICAL ECONOMICS 
COMMITTEE AND IT IS NOT INTENDED TO ENTER UPON SUCH 
UNDERTAKING UNLESS SUFFICIENT OF THE MEMBERSHIP EXPRESS 
AN INTEREST IN AND DESIRE FOR SUCH REVIEW. IT IS EMPHASIZ- 
ED — THIS SHALL BE A STUDY ONLY; IT WILL NOT UPSET OR INTER- 
FERE WITH ANY EXISTING COVERAGE IN EFFECT WHICH ‘YOU 
MAY PRESENTLY HAVE EXCEPTING AS YOU MAY LATER DICTATE 
AS YOU MAY DISCOVER A MORE ADVANTAGEOUS PLAN; YOU ARE 
IN NO WAY OBLIGATED B-U-T YOU WILL BE EXPECTED TO CO- 
OPERATE WHEN AND IF CALLED UPON SO TO DO. 


YOUR EXPRESSED WISH THROUGH THE EARLY RETURN OF THE 
QUESTIONNAIRE POSTAL CARD WILL DETERMINE THE COURSE OF 


THIS PROJECT. 














Vol. 9. No. 8 


ARIZONA MEDICINE 


Journal of 
ARIZONA MEDICAL ASSOCIATION, 
AUGUST, 1952 


INC. 
NO. 8 





VOL. 9 





EDITORIAL BOARD 
SUS eee Editor-in-Chief, Phoenix 
Harold W. Kohl, M. 


err ree Assistant Editor, Tucson 


ASSOCIATE EDITORS 
. Cleveland, M.D. 
ll, M.D. 


Carroll C. Crei ton, 
Donald E. Nelson, M.D 


ADVERTISING AND SUBSCRIPTION OFFICERS 
J. N. McMEEKIN, Business Manager, 426 Heard Building 
Phoenix, Arizona 
Eastern Representative 
A. J. JACKSON, Director 


State Journal Advertising Bureau 
535 N. Dearborn St., Chicago 10, Tlinois 





CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor th submits the following suggestions 
to ge os and contributors: 

Follow the general rules of ont English, ey with 
ried to construction, diction, ——— g, and punctua' 
guided by the general rules of medi writing 
foligwed I the J URNAL © OF THE AMERICAN MEDI 
— (See MEDICAL WRITING by Morris Fish- 
in 

8. Be brief, even while being thorough and com; . Avoid 
unnecessary words. Try to limit the article to 500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, esp ly for sp g and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, eg, & hospital staff meeting, or a 
county dical society 

The Editor is ed ready, willing, and happy to help 
in any way possibl 




















DIAGNOSIS OF SYPHILIS BY 
LABORATORY METHODS 


The methods of making serological diagnosis 
of syphilis consist mainly of two types of tests, 
the complement-fixation and the precipitation 
types. There are adherents of both methods. 
This article is not intended to evaluate the vari- 
ous serological procedures for the diagnosis of 
syphilis, but merely to acquaint you with some 
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of the methods currently in use. We will con- 
fine this article to the microscopic preciptation 
methods, giving some advantages and disad- 
vantages of each. However, we will not exclude 
the older methods upon which these procedures 
were founded. 

The Wasserman test, (a complement-fixa- 
tion test) in theory is based upon antibodies of 
the third order. However, equally valuable 
tests, called precipitation, or better, as floccula- 
tion tests, do not employ complement, but a 
lipoidal emulsion as an indicator. Cholesterol 
is added to the antigen to increase sensitivity by 
increasing the surface on which reagin may act. 
The term reagin is the active factor of syphilitic 
serum, or the substance which reacts with the 
antigen. While the serological methods which 
are employed in the diagnosis of syphillis are 
quite valuable and reliable, the theory that ex- 
plains the specificity of these reactions will re- 
mains to be promulgated. 

Before antigens may be used in the precipita- 
tion methods, an emulsion must be prepared. 
We will discuss briefly the antigens employed in 
each method. All sera tested by these methods 
must be inactivated for % hour at 56°C. to 
destroy its natural complement. 

KLINE TEST (Lipoidal Antigen) 

Antigen emulsion is prepared by mixing spe- 
cified amounts of distilled water (pH about 
6.0), 1% cholesterin, antigen, and 0.85% sod. 
chloride solution (pH about 6.0). The 1% 
cholesterin solution is prepared by placing it 
into an oven at 50° to 56° C. for forty-five 
minutes. Shaking gently a few minutes at fifteen 
minute intervals. The emulsion when mixed is 
placed in a water bath at 35° C. for 15 min- 
utes, after which time it is ready for use. This 
emulsion kept at room temperature is satisfac- 
tory for use, for forty-eight hours after prepara- 
tion. This emulsion viewed microscopically 
(x 120) shows numerous fine particles evenly dis- 
persed. When in contact with syphilitic serums 
they tend to clump, in various degrees, de- 
pending on the amount of reagin present. Al- 
though preparation of this emulsion is some- 
what time consuming for smaller laboratories, 
the duration of its usefulness must not be over- 
looked. 
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MAZZINI TEST (Cholesterinized lipoidal 
antigen ) 

Unlike the antigen emulsion used in the Kline 
test, this emulsion is easily prepared by merely 
mixing cholesterolized antigen in a buffered 
saline solution. This solution must have a pH 
of 6.3 to 6.4 and a salt concentration of 10 
grams per liter. However, the simplicity of 
preparation is somewhat offset by the ripening 
period of three hours, at which time it reaches 
its optimum sensitivity. To accelerate the ripen- 
ing time, place in refrigerator at 6 to 8° C. for 
15 minutes then use immediately. This suspen- 
sion may be used for 24 hours, after which it 
decreases in sensitivity. This antigen emulsion 
has the same effect on reagin as does the Kline 
emulsion, but shows more variety in clumping. 
This test is very useful as a screening measure 
in clinics, hospitals, and in blood banks. 
V.D.R.L. TEST (Cardiolipin antigen) 

This new microflocculation test using car- 
diolipin antigen has been devised by the Ven- 
eral Disease Research Laboratory of the U. S. 
Marine Hospital at Straton Island, New York 
(May, 1946). It is a rapid slide test requiring 
a minimum of equipment and apparently is 
more sensitive than the conventional methods. 
To prepare the emulsion, merely mix the car- 
diclipin in buffered saline (having a pH of 
6.0 plus or minus 0.1), shake for 10 seconds, 
and it is ready for use. The reaction is either 
positive, negative or doubtful; there are no 
degrees in clumping as in the Mazzini test. An- 
other advantage of this method is that serialdilu- 
tions can be made of serums, thereby aiding in 
treatment of patients. This test is also very 
useful in screening out syphilitic patients. Be- 
cause of the simplicity in preparation of the 
emulsion, and of its ready application, this 
method is becoming quite popular. 

MAZZINI (Cardiolipin Antigen) 

Since the isolation of cardiolipin and the 
purification of lecthin by Pangborn the reagents 
have been adapted to numerous technics for 
the serological test for syphilis. In adapting 
these reagents to the Mazzini technic only minor 
changes have been made; the basic character- 
istics including simplicity of preparation of the 
emulsion and performance of the test remain 
the same. While employing the same total 
quantity of reagents as in the original technic, a 
variant, (used to accelerate the ripening period 
of this antigen,) allows the emulsion to reach 
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optimal sensitivity immediately after preparation. 
In the development of the lipoidal antigen, the 
exact role of egg yolk was not clearly under- 
stood. It is now well known that cardiolipin 
alone is but feebly “antigenic” and that the addi- 
tion of lecithin compliments it. Within limits 
the higher the lecithin ratio the more reactive the 
antigen will be. Therefore, egg yolk supplies 
the additional lecithin necessary to produce a 
high sensitivity antigen. Varying degrees of 
clumping of the antigen particles, simplicity of 
preparation of the emulsion, relatively high sen- 
sitivity (82.2%) and immediate use of the emul- 
sion give this test many possibilities for adapt- 
ing it to any particular serological routine. 
SENSITIVITY 

The relative sensitivity of the new micromodi- 
fication, the old macroflocculation technic, and 
an icebox Wasserman test, based on 503 sera 
from syphilitic patients under treatment or ob- 
servation showed the following percentages ac- 
cording to Dr. Gradwohl (1948). The new 
microflocculation revealed 414 positive or 82.3% 
and 19 doubtful or 3.8% with a total detected 
of 86.1%. Of the 414 positive results, 379 were 
positive, viewed both macroscopically and micro- 
scopically; 26 were doubtful macroscopically, 
and definitely positive microscopically; and 9 
were apparently negative macroscopically, and 
definitely positive microscopically. Note the 
smaller proportion of doubtfu tests with this 
technic. The old macroflocculation method 
showed 343 positive and 53 doubtful, or a total 
detected of 78.7%. The Wasserman method 
showed 277 positive and 61 doubtful or a total 
detected of 67.1%. In the 1950 Serologic Evalua- 
tion Study of (34) State Laboratories perform- 
ing a representative number of specimens, the 
following results of sensitivity were obtained. 
The V.D.R.L. test obtained ratings of from 
64.1% to 86.9%, the Kline Standard 70.9% to 
85.5%. Other conventional tests such as the 
Standard Kahn 72.5%, the Kolmer Simplified 
78.1%, Mazzini Flocculation 78.2%, the Mazzini 
Cardiolipin 82.2%. 
SUMMARY 

Since the original Wasserman test was de- 
veloped, many serological tests for syphilis have 
been devised. Comparative evaluation studies 
have demonstrated that there are several methods 
that may be considered standard and are recom- 
mended for use in all laboratories. The Kline 
test, a microflocculation test that requires a small 
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amount of serum and antigen, and the reaction 
observed under the microscope (x 120). The 
Kahn test, now known internationally, is a 
macroflocculation test that requires a larger 
quantity of reagents than the Kline test, and 
more time is required to perform it. The 
Kolmer modification of the Wasserman test has 
been the standard complement-fixation test in 
this country for many years. Mazzini’s rapid, 
microflocculation, slide test, is popular because 
of the varying degrees of clumping. More re- 
cently, the cardiolipin method has taken its 
stride in popularity because of its simplicity, 
rapidness, and apparently high degree of accur- 
acy. The outstanding technical limitations ot 
flocculation test employing cardiolipin is the 
susceptibility of this antigen to produce a dis- 
proportionate number of zonal reactions with 
strongly positive sera, such as those from high- 


‘TOPICS OF 


RX, DX, AND DRS. 
By GUILLERMO OSLER, M. D. 


The ARTHRITIC is again led to hope....A 
new Swiss arug is being touted by some pretty 
good men as a relief for pain, a reducer of in- 
u.ammation, and a relaxant of stiff joints. . . . The 
drug, sold by Geigy Company, is PHENYLBUTA- 
ZONE (or, by Geigy, ‘Butazolidine’). . . . It is said 
to be effective in osteoarthritis, and notably in 
gout. Its cost is a third that of cortisone; it must 
be continued for effect; and it has certain unpleas- 
ant side-effects. About 25 per cent have nausea, 
hives, or water retention, and about one in twelve 
must stop taking it. 

Phenylbutazone is not a hormone, and is said 
not to modify the endocrine balance. This Osler 
has enquired from Dr. Hemming of the Geigy 
Co., and Dr. Boland of Los Angeles, and Dr. Schaf- 
ferzick of Stanford whether the drug is hazard- 
ous. There is no such evidence (YET), but most of 
the several dozen patients with TB and arthritis 
have not been followed after the drug was stop- 
ped. It has been noted that the tuberculosis 
symptoms often subside during therapy, as they 
do with the adrenal corticoids, and that is sug- 
gestive of the relapse that may follow withdrawal. 
... The situation is worth study—and the drug 
could be withheld in the combined diseases until 
we’re sure. It is also a reason for routinely 
x-raying another special segment of the popu- 
lation—the arthritics. 


The Journal of Thoracic Surgery for June con- 


ox 
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titer late primary and early secondary syphilis. 
However, zonal reactions are incomplete re- 
actions due largely to a nonoptimal antigen 
reagin ratio. While it is admitted that 100% 
sensitivity and 100% specificity cannot be at- 
tained by the use of cardiolipin lecithin antigens, 
it can be said that vast improvement of the 
various serodiagnostic procedures have been 
made possible by the excellent work of Pang- 
born. It must be remembered that the repro- 
ducibility of results by a given technic is largely 
dependent upon the skill of the individual per- 
forming the test. 
Compiled by—Paul Jonas Jr. 
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tains the new list of members of the American 
Ass’n. for Thoracic Surgery. Arizona is too limit- 
ed in its membership, and there are others who 
should belong. . . . Charles T. Read of Phoenix is 
an Associate Member, and the only one practicing 
in Arizona. W. H. Oatway Jr., an editor of ARI- 
ZONA MEDICINE, formerly of Tucson, is an Ac- 
tive Member. . . . The interest in NEXT YEAR'S 
MEETING should be considerable, tho, since it is 
scheduled for San Francisco, on March 27, 28 and 
30, 1953. 


One of the toughest therapeutic nuts to crack 
is ALLERGIC RHINITIS, and Arizona attracks 
more than almost any area. . . . Supplementing 
adrenal substances may help, but one doesn’t do 
that in a carefree manner. Krohn and Pottenge1 
(F. M. Jr., not his father who treats tuberculosis 
with tuberculin) reports success with the use of 
TOCOPHEROL... . They believe .hat a vitamin 
E deficiency causes edema, and that use of the 
substance causes diuresis and decrease in edema. 
They gave 100 to 400 mg. of tocopherol daily, plus 
a diet (not effective alone) containing lecethin, un- 
saturated fats, B vitamins, and protein. These all 
contribute to lipid metabolism. The part 
of the story where we urge caution is that all 
cases improved, but there were only six cases. 


Wails have continued to rise from hospital ad- 
ministrators who have to compete with VA hos- 
pitals (Hospital Topics). ... Their wage scale may 
be 40 per cent higher than the local rates. .. . 
Trained help is drained from the community hos- 


pital. Occupancy may be only 40 to 50 per cent. 
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Rules for admission may be laxly observed. ‘The 
cost of administration can be murder on the tax 
dollar. Etc., etc. ... It is a challenge to the V.A. 
as well as to the local hospital. 


THE AIR IN HOSPITALS AND OFFICES,— 
Several items of news concern care of the air,— 

1. Air-conditioning is said to be one of the most 
profitable future industrial fields. As a starter, we 
can now purchase a refrigeration conditioner for 
a moderate-sized room for $225, a reduction of 
$100 which was predicted in Arizona Medicine 3 
years ago. 

2. Ultra-violet light can be used to sterilize 
air near the floor or ceiling by reflection from a 
2,537 Angstrom unit tube. Any manufacturer can 
tell how to place the radiator, how to circulate 
air into its range, and how much the various types 
of wall-cover will reflect the rays. 

3. Triethylene glycol is still the best germicide 
for vaporization in nurseries, operating-rooms, etc. 

4. Odor control is being given a lift by the use 
of electric bulbs which produce ozone. The 
ozone kills most odors. (This method aids or re- 
places exhaust fans, super-position of one odor 
on another, or deadening the sense of smell). 

5. Oiling of floors, furniture, and bedclothes is 
still a good but rarely-used method which reduces 
bacterial dispersion, and _ resultant infections. 
F. J. Sullivan, a New York engineer, suggests 
that oiling be combined with the use of U.-V. 
light. 


H. N. Shaw has a brief report cn TRICHO- 
MONAS VAGINITIS in the May Annals of Wes- 
tern Medicine & Surgery. ... He has found deve- 
gan a bit better than dozens of other methods; 
uses one tablet per vaginum each night for 6 
months; has found 3 among 1,800 cases who were 
sensitive to the arsenic; and believes that toilet- 
seats are important in transmission (among female 
members of the same family). 


Another article in the same journal (A. W. M. & 
S.) is a further report by Bodsook and colleagues 
on the use of BETAINE AND GLYCOCYAMINE. 
. .. The effects in heart nutrition were described 
here several months ago. Now they have used 
the drugs (which are quite well tolerated) for 
bettering the nutrition of skeletal muscles in 
POLIOMYELITIS. . . . Glycocyamine is convert- 
ed to creatine in the presence of betaine, and 
muscles (especially damaged muscles) seem to 
thrive on added amounts of creatine. . . . Twenty- 
six of 31 cases obtained muscle improvement, and 
most of them felt better. There must be motor 
unit activity or residual power, as determined 
electromyographically. 


The diagnosis by TELEVISION/X-RAY has 
been reported, but was not clearly explained. One 
can see how a chest film could be shown on tele- 
vision, and physicians in distant cities could re- 
port their impressions by telephone. ... The ex- 
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planation of the enlarged use of the technique 
comes from a preliminary report of a new machine 
with images 300 to 3,000 times brighter than by 
fluoroscope. ‘She movements of the heart, blood 
vessels, and intestinal 1ract can be demonstrated 
by the usual contrast methods, and televised... . 
The inventor is Dr. R. H. Morgan, now of Johns 
Hopkins, and once the ‘automatic timer’ man of the 
U.S.P.H.S. 


The advent of TELEVISION in Arizona brings 
up the status of the TV M D’s. This does not con- 
cern the.doctors who speak on medical programs, 
nor even the ‘doctors’ who advertise. It means 
the programs which use phony MD’s to boost the 
sales of a product. . . . Do you want to sell bread, 
a deodorant or a hairtonic. or prove how little 
damage a cigarette does to the bronchi? Get an 
actor, a white coat, and a stethescope. . . . The 
public can’t be expected to know about the mas- 
querade, so (says Dr. Paul Foster of Los An- 
geles) the Medical Services Council of the A.M.A. 
should recognize and try to squelch it. 


The Army is said to be experimenting with 
PLASTIC BLOOD BAGS (mentioned in this col- 
umn last year as a novelty used by a Boston 
physicians). ... The bags are 6x8 inches, are used 
for whole blood, have advantages over glass 
(weight, breakability, space), and can be dropped 
from planes. 


A sign saying ‘BEWARE! BUTTERFLIES!’ 
would be odd and apparently lacking in medical 
interest, yet such a warning both exists and is 
interesting. It has been culled from such an 
unlikely source as the publication of a Standard 
Oil Company. . . . It seems that the San Juan 
river, running from the eastern Venezuelan oil- 
fields, empties into the Gulf of Paria. At that 
point there is the Maturin Bar, a collection of 
underwater silt which forces most vessels to wait 
for high tide to cross it... . One deep-draft vessel 
with a crew of 40 waited to pass, and were sur- 
rounded by moth-like butterflies. About a day 
later a mysterious skin irritation appeared, with 
fearful itching and no medical relief... . A tele- 
gram from the captain to New York set in motion 
their medical group, the U.S.P.H.S., and experts 
from the Dep’t. of Tropical Medicine at Harvard. 
The diagnosis, except by the company doctor, was 
‘probable scabies, with a chemical dermatitis’; he 
believed the ship was too clean for scabies. .. . 
Within a few days a ship reached New Orleans 
by way of the Gulf of Paria; she had a crew 
which was almost mad with an itch; she had 
been plagued by moths in the Gulf. . . . The 
American Museum of Natural History classified 
the pest as a member of the genus Hylesia. They 
have finely barbed hairs which detach and float, 
land and irritate. The diagnosis is ‘moth derma- 
titis’, but the sailers of the ships (including a fifth 
one which tried to clear a channel on the Maturin 
Bar) call it ‘butterfly itch’, and (doubtless) quite 
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New aureomycin mini- 
mal dosage for adults 
—four 250 mg. cap- 
sules daily, with milk. 


Faber du Four library, 
Harvard University 


From among ali antibiotics, Urologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 
because Aureomycin concentration is much higher in the urine than 
in the blood, so that very satisfactory therapeutic urinary 
levels may be reached with moderate oral dosage. 
Aureomycin appears in high concentration in the urine, and 
can be detected for as long as 55 hours after a single oral dose 
of 0.5 to 0.7 Gm. 
Aureomycin serum levels are maintained for as long as 12 
hours after oral administration, oral doses of 5 to 10 mg. per 
kilo at 6-hour intervals being adequate for this purpose. 
Aureomycin has its activity greatly increased in an acid medi- 
um, rendering it highly useful in the normally acid urine. 
Aureomycin has been reported to be useful in infections com- 
monly seen by urologists, including: 
Genitourinary infections caused by E. coli, A. aerogenes, S. 
faecalis, paracolon bacillus, staphylococcus, streptococcus, 
and enterococcus ¢ Chronic or Resistant Urinary Infection* 
e Gonorrhea ¢ Nonspecific Urethritis* 


Throughout the world, as in the United States, aureomycin is 


recognized as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. Ophthalmic: 
Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


*When caused by aureomycin-susceptible organisms. 


LEDERLE LABORATORIES DIVISION awenrcev Ganamid cowmwr 30 Rockefeller Plaza, New York 20, N.Y. 
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a few other names not printed in the report. 





How to be your own detective, or what evi- 
dence to use in ESTABLISHING THE TIME OF 
DEATH,—write to Dr. Alan Moritz of Cleveland, 
a specialist in pathology and forensic medicine. In 
lieu of a complete list of tests, remember that 
98.6F., minus the body’s rectal temperature, divid- 
ed by 1.5 equals the number of hours that have 
elapsed since death. Roughly. . .. This piece of 
news can break up a dinner party. (Roughly). 





Spink of Minneapolis, a leading sulfonamide 
author, has come up with an observation on an 
obscure condition. ... HUMAN LEPTOSPIROSIS 
(due to leptospirapomona) has been diagnosed in 
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Minnesota. Further, it has recently been found 
in Georgia, Alabama, and Texas, just to keep us 
all on our toes (or heels). . . . The leptospirais 
a cousin of the one which causes Weil’s disease. 
Its reservoir is in swine, and it has been called 
“swine-herd’s disease.” It is endemic in hogs in 
the U. S., with some transmission to other ani- 
mals, tho the manifestations are few. . . . It most 
often occurs in males. It has a febrile onset, with 
a plateau of 3 to 6 days, followed by a remission 
and a second illness. Conjunctivitis and menin- 
gisms may occur. It may be mistaken for infec- 
tious monucleosis or for brucellosis. . . . It can be 
diagnosed by agglutination in man. . . . Therapy 
in the first stage is reported to be effective with 
aureomycin or terramycin. 


REPORT OF THE DELEGATE 


House of Delegates 
American Medical Association 
June 9-13, 1952 

Before discussing in brief some of the posi- 
tive actions taken by the A.M.A. House of Dele- 
gates at the June session in Chicago, it should 
be mentioned that Atlantic City and Boston were 
chosen for the annual and clinical meetings for 
the year 1955. The President-Elect is Dr. Ed- 
ward J. McCormick, of Toledo, the new Speaker 
of the House, is Dr. James R. Reuling, Bayside, 
N. Y., with a new Vice-Speaker, Dr. Vincent 
Askey, Los Angeles. Successor to the seat oc- 
cupied by Dr. McCormick on the Board of 
Trustees is Dr. James R. McVay, Kansas City, 
who for some years has been Chairmn of the 
Council on Medical Service. Dr. Paul D. White, 
of Boston, noted cardiologist, was voted A.M.A.’s 
distinguished service award. 

An interesting and exciting time began for 
the House of Delegates when the President of 
the AMA, Dr. John Cline, finished his address 
to the House of Delegates with an attack on the 
motivation of the Truman-appointed group who 
constitute the President's Commission on Health 
Needs of the nation, its Chairman being Dr. 
Paul Magnuson. The Commission was accused, 
thru its staff, of distorting testimony presented 
by panel discussion participants. When he fin- 
ished, an Illinois delegate presented a resolution 
of some length, suggesting that the President's 
Commission was an instrument of “socialized 
medicine,” and naming its Chairman, Dr. Mag- 
nuson, “an unwitting captive of the forces of 
socialization.” The floor was then taken prompt- 
ly by Dr. Russell Lee, one of the delegates, and 
also a member of the Presidents Commission, 
who explained as best he could the functions of 


this Commission, and made quite an appeal for 
fairness in the attitude of the House of Dele- 
gates, and warned against prejudgment of its 
true functions. 

As a result, after some parliamentarian mix- 
ups, the resolution alluded to above was tabled 
by vote of 85 to 77, and referred to a reference 
committee. 

The next day, Dr. Magnuson appeared before 
the reference committee along with the mem- 
bers of the Board of Trustees, and many other 
interested delegates. During his testimony, Dr. 
Magnuson emphatically repudiated Oscar R. 
Ewing and his national health insurance plan, 
he asked that the AMA not take precipitant 
action in its judgment of the President's Com- 
mission. Differences over methods used by the 
Commission's staff in editing and digesting 
transcripts of panel discussions participated in 
by representatives of the AMA and other or- 
ganizations were aired thoroughly. Dr. Mag- 
nuson reviewed the events which lead to the 
establishment of the Commission, and his selec- 
tion by the President as its Chairman, and 
stated that the President took no exception to 
his statement that “I will not have anything to do 
with anything that puts more bureaucracy into 
American Medicine.” 

The statement of the Chairman of the Presi- 
dent’s Commission that the “AMA at the top 
is political”, and his criticism of Whitaker and 
Baxter at this reference committee hearing drew 
sharp remarks from some members of the Board 
of Trustees. His remarks that the AMA had 
become prisoners of its press agents, tended to 
aggravate a very tense situation. 

The whole matter was then presented to the 
House of Delegates the next day, with the 
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$62,000.0rn. 


One Milhon Dollars each week~ 
FOR ARIZONA'S PROSPERITY 





Arizona's growth during the past 75 years has largely paralleled the growth of 
Arizona's mining industry. True, the population in Arizona's mining camps has not 
grown proportionately with the population in Arizona's valleys. But payrolls have 
constantly increased, and today Arizona’s mining camps provide payrolls which 
bring prosperity to the merchants and suppliers throughout the whole state. 


At open pit mines, this payroll consists of shovel runners, truck drivers, drill 
operators, railroad men, concentrator operators and smelter men, together with the 
usual complement of surface men, machinists, pipe men, engineers and office men. 
Miners and muckers, pipe men, track men, motormen, timber men, hoist men oper- 
ate the underground mines with the necessary surface labor. These men draw 
higher wages than any other Arizona grouping in the U. S. Employment reports. 


With this large payroll, Arizona's mining industry maintains produc- 
tion at a level the value of which exceeds that of any other state in 
the union — a vital contribution to America's defense effort and a 
definite part of the American way of life. 


The mining industry payroll supports the mining camps of Arizona—those com- 
munities where life is pleasant for those living there. At Ajo and Bisbee, Globe and 
Miami, Ray and Hayden, Morenci, Superior, Inspiration and Douglas—and all of the 
other towns in Arizona where mine employes live—will be found the conveniences 
of modern American life. Good roads lead to more populous centers and mer- 
chants in every town profit from the mining industry payroll. 











The payroll in 1951 amounted to $$2,308.388.00 the largest portion of which was spent 
in Arizona, adding materially to Arizona's prosperity. For the past five years, the 
mining industry in Arizona has paid $228.134.987.00 to its employes in this state. 


To lis in the future, the mining industry is 
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such as San Manuel. Silverbell. Copper 
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Arizona Small a Association. 60 Councils in |! Arizona counties, 3800 
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President and new President, Drs. Cline and 
Bauer denying the charges as to the Whitaker- 
Baxter's past authority, emphasizing that the 
Board of Trustees has always endorsed any move 
made by these public relations employees, and 
assumed full responsibility for all measures 
which they took to combat national health in- 
surance. In his second address to the House, 
Dr. Bauer said “But for Whitaker and Baxter, 
and their campaign, we would now be under 
Oscar Ewing.” When the question was called 
for before the House, on the passage of a reso- 
lution expressing confidence in the conduct of 
the officers and trustees in their activities deal- 
ing with the Commission on Health Needs, 
there was almost a unanimous yes vote. The 
resolution as finally passed refrains from any 
attack on the Presidents Commission; while, on 
the other hand, it indorses the charges of poli- 
tical motivation for its creation by the Presi- 
dent, that was lodged by the AMA officers and 
board of trustees. For a full context of the 


remarks of President Cline on the subject 
of the Presidents Commission, the members are 
urged to read them in the A.M.A. Journal, issue 
of June 28, 1952, on page 855, together with the 


content of the original resolution presented by 
Dr. Furey, of Illinois, and the report of the 
Reference Committee on Legislation and Public 
Relations, both contained on page 857 of the 
same issue. 


The House of Delegates also registered op- 
position to section 3 of House Bill 7800 in the 
national congress, which was to be before the 
House for vote a few days following the close 
of our convention. It can be said at this writ- 
ing that the House did pass the original H.B. 
7800 under suspension of the rules in quick time 
soon after adjournment of our convention, in 
spite of protests on the part of AMA. The 
original bill, as passed by the House, contained 
the controversial Section 3 which provides for 
the establishment of the administrative machin- 
ery to determine permanent and total disability 
among potential beneficiaries under the Old- 
Age and Survivors Insurance provisions of the 
Social Security Act. The senate had previously 
passed this bill, eliminating Section 3 in its 
entirety, so when the House passed it with this 
Section, conference committees between both 
Houses were set in motion, with the result that 
compromises finally adopted set up a law that 
is most confusing. The AMA opposition to Sec- 
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tion 3 of this law springs from the fact that it 
would extend an unwarranted degree of power 
to the Federal Security Administrator, who 
would make regulations for medical examina- 
tions to determine disability of that section ot 
our citizens affected, and would, in substance, 
place another segment of our population under 
socialized medical care, with Oscar Ewing at 
the helm to steer its course. 


As a result, between Senate and House con- 
ference committees, compromise legislation on 
Social Security Amendments (H.R. 7800, July 
5, was adopted. The A.M.A. did not oppose 
any of the sections of this bill, except section 
3, and in passage of the law, this section was 
revised to retain ‘waiver of premiums’ and to 
provide ‘medical determination of permanent 
and total disability at the State rather than at the 
Federal level. However, confusion over this 
section arises, since section 3 is wholly inopera- 
tive as it will expire automatically June 30, 1953, 
which is one day set by the law that was passed 
before anybody can make application for the 
benefits anticipated, or as of July 1, 1953. Such 
being the case, with the effective and the cut- 
off dates being nearly simultaneous, it is alto- 
gether possible for the new Congress to hold 
further hearings next year and draft new amend- 
ments, if found desirable, before the effective 
date July 1, 1953. 

Section 3 of this bill, as finally enacted pro- 
vides that disability determinations as antici- 
pated, shall be made by a state agency “pursuant 
to agreements entered into with the Federal 
Security Administrator, rather than the Federal 
Government, but as stated above, the net result 
of the bill’s language by compromise will lead to 
much confusion the way it is now set up. Quot- 
ing from the Law, in repetition, thus “Provision 
is made that no application for the purposes 
of section 3 shall be accepted prior to July 1, 
1953, with a final sentence of the section provid- 
ing that all of the provisions included therein 
shall cease to be in effect as of June 30, 1953.” 
One can then see that the net result of this 
anomalous wording will be to provide for an 
expiration date of section 3 on the day pre- 
ceding the acceptable date for receiving appli- 
cations from the Old-agers and Survivors. It 
would suggest, therefore, that further legislative 
action must be taken before such provisions can 
be made workable, or adopted into permanent 
law. Perhaps Congress, in passing the law with 
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such ambiguity, just before its adjournment, has 
tied a ribbon around one of its fingers for the 
purpose of reminding itself that hearings should 
be held on this entire matter sometime before 
June 30, 1953, for the purpose of adjudicating 
proper administration of this act. If so, repre- 
sentatives of the A.M.A. will be there as an 
interested party in helping Congress decide how 
evidence of permanent disability should be ob- 
tained, who will obtain it, under what circum- 
stances and by whom, and whether or not pro- 
visions as contained under section 3 should be 
adopted at all permanently. 

The House of Delegates again emphasized by 
adoption of a resolution its desire that Congress 
adopt the features contained in the revised 
Keogh-Reed Pension Bills for physicians, lawyers, 
farmers, and other types of the self-employeed. 
These bills, which would establish a voluntary 
pension plan for the self employed, including 
physicians, have been revised considerably, and 
the authors of the bills feel that these bipartisans 
bills will be passed eventually. In this report, 


it seems advisable to list the new features of 
the revised bills, the ones introduced by Mr. 
Keogh and by Mr. Reed are identical, so these 


revisions apply to both HR 8390 and HR 8391. 
They are as follows (1) A lifetime limit of 
$150,000 on the total amount which an eligible 
taxpayer could exclude from taxable income for 
the purpose of saving for his old age; (2) elig- 
ible taxpayers now over age 55 could exclude 
more than the limits of $7,500 or 10 per cent 
of earned income, whichever is the lesser; (3) 
only the self-employed and persons not covered 
by private or public employer-employee pen- 
sion plans are eligible; (4) the amounts ex- 
cluded from current taxable income could be 
invested either in a restricted trust fund or a 
restricted retirement annuity issued by an in- 
surance company; (5) a carry-over of unused 
exclusions for a period of not more than five 
years; and (6) no withdrawals until age 65 
(changed from age 60) unless totally disabled 
for more than three months. 


In addition to adopting a resolution support- 
ing the leadership of the AMA on the Presi- 
dent’s Commission on the Health Needs of the 
Nation and defending its stand on Section 3 of 
H.B. 7800, stating that this is a “flagrant attempt 
to railroad thru congress a provision to aid 
the socialization of medicine”, thru extension 
of the “power and authority of the Federal Se- 
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curity Administrator”, the House of Delegates 
adopted further resolutions on other questions 
of national significance, as follows: (1) voted 
organizational neutrality in Presidental or other 
political campaigns, but urged doctors to take 
an active part in political affairs of their com- 
munities, state and nation, (2) supported pro- 
posed amendments to the United States Con- 
stitution whereby Congress will be limited with 
a ceiling upon its Federal taxing power; (3) 
endorsed the move to restrict the treaty-making 
authority of the President of the United States; 
(4) it rejected by resolution Senate Bill 1140, 
which would provide for a Federal Department 
of Health, and suggested instead, the formation 
of a Board of Hospitalization as a coordinating 
body. It is of interest to note that one week 
previously, the Senate Committee on Govrn- 
ment Operations did spike S.B. 1140, and voted 
to support S.B. 3514 which would set up a Fed- 
eral Board of Hospitalization. Policy level con- 
ferences will be held between the AMA and the 
American Legion, two organizations that sup- 
port the pian, advocated by S.B. 3314, in prin- 
ciple. 

The House also approved the report of the 
National Educational Campaign Committee of 
the AMA which recommended its dissolution 
at the end of 1952, and separation of Whitaker 
and Baxter at the same time, “barring a reversal 
in the general elections in November of this 
year.” It adopted also, a proposal by one of 
the delegates, who is a member of the Presi- 
dent’s Commission on the Health Needs of the 
Nation, that the AMA set up its own commission 
on national health needs to carry on the work 
that will be terminated by the Magnuson com- 
mission upon dissolution at the end of this 
year. 

The special committee of the House, known 
as the Federal Medical Service Committee, made 
a progress report, lacking in specific recom- 
mendations, on its study of two important mat- 
ters, namely, medical and hospital benefits for 
dependents of servicemen, and for war veterans 
having non-service-connected disabilities. No 
further action was taken in urging governmental 
utilization.of Blue Cross and Blue Shield plans 
for medical care of dependents. Further re- 
ports by this important committee are antici- 
pated at the December Clinical Session at Den- 
ver in December. 

The report of the AMA Committee on Blood 





— 


Banks was adopted. For the future, the report 
invokes a new survey of the nation’s blood banks 
to be done this fall, it states that plasma pro- 
cessing plants are not being supplied to capacity, 
it endorses the non-profit policy in the distribu- 
tion of whole blood, and urges this be con- 
tinued meticulously, and calls attention to the 
fact that some variation is understandable in 
service charges made by hospitals and blood 
banks, and calls attention to the “extremes of 
charges now observed seem inexplicable”, and 
if there is any profit making it should be 
stopped. The report emphasized the importance 
of blood procurement programs receiving the 
approval of the local or state medical societies, 
and stressed that efforts should be made to 
avoid friction in borderline areas between two 
existing programs. 

Previously, the House of Delegates had ap- 
proved the appointment by the Board of Trus- 
tees of a special advisory committee of lay per- 
sons to consult with them on matters requiring 
opinions of non-medical leaders in American 
business life. At this session, the House approved 
the creation of any number of advisory bodies 
by the Board in accordance with the needs, 
These bodies will be named to serve on special 
projects or programs in the future, and if the 
members wish, will serve anonymously, in or- 
der that they might be spared publicity or 
pressure. 

Upon suggestion of the retiring President, Dr. 
Cline, the House authorized the Board of Trus- 
tees to name a committee to consult with the 
American Osteopathic Association, with particu- 
lar reference to utilization of M.D.’s as instruc- 
tors in schools of osteopathy. 

At the present time, it seems that a number 
of doctors of medicine are serving as teachers 





SITUATIONS WANTED 


GENERAL SURGEON — desires congenial associ- 
ation individual or group in Arizona. Well trained, 
experienced all phases general surgery. Just finished 
five years’ residency; Part I Board; three years’ gen- 
eral practice; five years’ Army; Industrious, amicable, 
willing to work. Married; 39; Catholic. Eager to 
establish home in permanent location. Desire inter- 
view. 


Write: Karl Kastl, M. D.; 422 Bryn Mawr Ave., 
Bala-Cynwyd, Pennsylvania. 
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in these schools, altho such duties are in viola- 
tion of the AMA’s code of ethics. It is antici- 
pated that the Committee of the Board will 
also discuss means and methods of assisting 
schools of osteopathy in their teaching programs, 
certification of their hospitals, and other mat- 
ters of mutual interest, providing, of course, 
that the Osteopathic profession is receptive to 
this friendly gesture. 

Other matters in brief adopted, as follows. 

1. Dues of the AMA will be twenty-five dol- 
lars continued for next year. 

2. Fellowship in the AMA finally abolished, 
henceforth only one type of membership will 
prevail, that as a member of the AMA. 

3. A move for certification of clinical psychol- 
ogists was rejected, and the question referred 
to the Council on Medical Education and Hos- 
pitals. 

4. A group of identical resolutions urging 
establishment of a specialty board in microbiol- 
ogy failed of approval. The House accepted 
the reference committe’s report of disapproval 
based on the premise that American specialty 
boards should be for MD’s alone. 

5. A resolution dealing with the eligibility of 
Negro physicians for membership in state and 
local medical societies was referred to the Board 
of Trustees, not voted upon by the House. 

Your Delegates had the pleasure in company 
with our Executives Secretary, Mr. Robert Car- 
penter, of attending all sessions of the House 
of Delegates, as well as serving on the Refer- 
ence Committee on Reports of the Board of 
Trustees and Secretary; besides attending sev- 
eral meetings of the Council on Medical Service, 
of which he is a member. 

Respectfully submitted 
J. D. Hamer, M.D., Phoenix ,Arizona 
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Question quiz 


Do you know the answers? 


Q. What must doctors do to re- 
ceive HBA payment for surgi- 
cal bill fees? 


. Simply fill out and send the 
Association a convenient HBA 
bill form which is available 
for this purpose. 


Must anesthetists send the 
HBA a bill for services? 


. Definitely. Otherwise the As- 
sociation will make payment 
on the assumption that the 
operation lasted no more than 
one hour. 


How frequently does the HBA 
pay doctors’ bills? 


. Every working day of every 
month so that physicians will 
not have to wait for their fees. 


How long does it take for doc- 
tors to receive their fees? 


. When information is complete 
and the patient’s membership 
is in order, all bills are paid 
within five days. 


Can doctors help speed up 
HBA payment for their fees? 


. Yes— by promptly billing the 

Association and by giving 
necessary data in standard 
medical nomenclature. 


What standard does the HBA 
use in paying surgical fees? 


. It was taken from the Arizona 
Industrial Commission’s sched- 
ule of surgical benefits. 


Do HBA members have a free 
choice of doctors and hospitals? 


. Yes. Association members may 
go to any licensed physician 
(M. D.) or hospital anywhere 
in the world. 


Anesthetists and Surgeons 
Can Help Speed Payments 
By Prompt Billing to HBA 


Faster Statements From Physicians 


Means Faster Pay 


From Association 


The Hospital Benefit Association is doing everything possible to 
maintain its long-standing policy of paying surgeons’ and anesthe- 


tists’ fees promptly—with a minimum amount of ‘ 
doctors. Recently the Association’s Underwriting 


_— work” for 
epartment was 


expanded in our new Phoenix location for just this purpose. 
Doctors themselves can help us maintain this record—and thus 


receive speedy payment for their services—by 


romptly sending the 


Association their bills together with the information needed to 


process claims. 


Surgeons need only to fill out a simplified HBA bill form which 


is available for this purpose. 


It lists all needed information, and 


past experience shows that additional data is neded only in 3% 


to 4% of the total claims handled. 


Anesthetists, especially, can speed up full payment for their serv- 


ices by sending us a statement showing the 
Membership Number, the service rendered, 


atient’s name, his HBA 
and the fee. Unless 


we receive this statement directiy, the Association must assume 
that the operation lasted no longer than one hour. 


HBA Pays Every Working Day. 


Payments are made every working day of every month so that 


doctors won’t have to wait for their fees. 





Physicians’ Use Of 
Standard Nomenclature 


Avoids Paying Delay 


The schedule of Surgical Bene- 
fits of the Hospital Benefit Asso- 
ciation was taken from the sched- 
ule of the Arizona Industrial 
Commission. 

If the physician uses the same 
wording as this schedule in filling 
out the Association’s bill form, 
any question of eligibility is elim- 
inated and payments can be made 
without delay. 2 

However, if an operation is per- 
formed that is not listed in the 
schedule, the Association requests 
physicians to use standard medi- 
cal nomenclature when their 
statements are submitted. This, 
too, will cut down on delays 
caused by lack of information. 


And no bill remains in our 
office more than five days if state- 
ments are complete and the pa- 
tient’s membership is in order. 

It helps everyone when we get 
all bills promptly and all bills 
on one claim can be paid at the 
same time. 

The Hospital Benefit Associa- 
tion automatically sends a state- 
ment form to the patient to be 
given to the surgeon. However, 
many doctors prefer to keep a 
supply on hand. We will be Fad 
to send them to you. Write us 
at either First Street at Willetta, 
Phoenix, or 706 Valley National 
Bldg., Tucson. 

Our policy of prompt payment 
brings satisfaction to doctors and 
our members, alike. And, ob- 
viously, the greater the satisfac- 
tion brought by plans like the 
Hospital Benefit Association, the 
less chance socialized medicine 
has of succeeding. 
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REQUESTED BY THE F.B.I. THAT WE PRINT 
THE FOLLOWING: 


CLARENCE GEORGE SUTHERLAND 


White, male, born—6/9/12, Peoria, Illinois, Height 
5‘10” to 6’ Weight 175 to 210 lbs. Build—Heavy 
with erect carriage and broad shoulders, Hair— 
Black, curly, graying at temples, Eyes—Brown, 
Complexion—Dark, Occupation—Used Car Sales- 
man, Clerk, Truck Driver. 


WANTED BY THE FBI 
Printed by request 
CLARENCE GEORGE SUTHERLAND, with 
aliases PAT SUTHERLAND, “RAKEHANDLE” 
SUTHERLAND 
INTERSTATE TRANSPORTATION OF 
STOLEN MOTOR VEHICLE 

CLARENCE GEORGE SUTHERLAND, 
while employed as a Used Car Salesman, Ft. 
Lauderdale, Florida, took a 1949 Chrysler Wind- 
sor Convertible from the owner under an agree- 
ment to sell at the used car lot where he was 
employed and, if not sold within 10 days, it 
would be returned to the owner. The automo- 
bile was never placed on the lot and SUTHER- 
LAND, accompanied by a girl friend, traveled in 
the car to Atlanta, Georgia, In July of 1950. 
At Atlanta, SUTHERLAND abandoned the girl 
and disappeared with the car. 

On August 4, 1950, a Federal complaint was 
filed at Miami, Florida, charging SUTHER- 
LAND with the interstate transportation of a 
stolen motor vehicle. SUTHERLAND has no 
known prior criminal record. 

SUTHERLAND was inducted into the United 
States Army, December 7, 1943, at Chicago, 
Illinois. He received a disability discharge on 
April 4, 1944; because of asthma and was de- 
clared totally unfit for military service. To date 
no record has been located of his having re- 
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ceived treatment at a Veterans Hospital. It is 
believed he may have sought private treatment 
in view of his being wanted. 

SUTHERLAND is described as white, male, 
age 40, born June 9, 1912, Peoria, Illinois, 
height 5°10” to 6’, weight 175 to 210 Ibs., build 
heavy with erect carriage and broad shoulders, 
hair black, curly, graying at temples, eyes brown, 
complexion dark, occupation Used Car Sales- 
man, Clerk, Truck driver. 

Any person having information which may 
assist in locating SUTHERLAND is requested 
to immediately notify the Director of the Fed- 
eral Bureau of Investigation, United States De- 
partment of Justice, Washington, D. C., or the 
Special Agent in Charge of the division of the 
Federal Bureau of Investigation nearest his city, 
the address and telephone number of which 
appear in the front pages of the local telephone 
directory. 
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BR Prescription .. . 
Insured Safety 





FIRST FEDERAL 
CGAVINGS 0.04. 


3311 North Central Ave., Phoenix 
Plenty of Free Parking 





DYE MEDICAL & OXYGEN 
* «SUPPLY COMPANY 


OFFERS 
The Newest in Oxygen Therapy Equipment 


Exclusive Distributors for MSA Pneophore 


Exclusive Distributors for Expendo 
Plastic Mask & Cannula 


Distributors of Medicinal Gases to 
Hospitals 


Quality, Promptness and Efficiency 
combined with the lowest prices to 
Doctors and patients in Phoenix 


24 HOUR SERVICE 


3332 W. McDowell Road 
Phoenix, Arizona 


ALpine 8-5341, ALpine 8-5342, 
ALpine 8-5343 


“Every Need For the Sick Room” 








om Whater 


A constantly reliable bottled water . . . 
Pure ... Fresh . . . Naturally Soft 
Untreated . . . Sterilized Equipment 

Delivered. Also Distilled Water. 


x 


PHONE 2-4645 


x 


RAINBOW WATER CO. 


332 East Seventh Tucson 











WHEN AN ORTHOPEDIC 
MATTRESS IS INDICATED 


Restful, healthful body adjustment is 
supplied by the Spring Air Back Supporter 
Mattress, with its high density construction 
of lightly compressed coils of extra large 
diameter. Made of conventional, time-proven 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 

at your favorite furniture store . . . 
recommend it with confidence. 





Manufactured in Phoenix by 
SOUTHWEST MATTRESS CO. 
1710 EAST WASHINGTON ST. 
PHOENIX, ARIZONA 
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4 AUXILIARY 


ll. 


on. Ruth E. Schoffman 
INAUGURAL ADDRESS 


There is probably no moment more earnestly 
sobering than stepping into a responsible posi- 
tion, and realizing fully that upon us has been 
placed the privilege as well as the responsibility 
of an organization. 

We are an Auxiliary to a parent organization 
set up just 30 years ago to extend the aims of 
the medical profession to all organizations which 
look to the advancement of health and health 
education; also to cultivate friendliness among 
the families of the medical profession to insure 
a unity in our lives. Our purpose has not 
changed, but the magnitude has. 

Our American heritage, priceless beyond 
question, gives us certain rights as individuals. 
We share the obligation to guard these attri- 
butes zealously. 

The evolution of human society produces the 
need for each of us to give of ourselves in an 
individual way. The union of such giving has 
helped this Auxiliary to accomplish its present 
position as a truly worthy organization in Amer- 
ican Society. 

In the progression of our growth we gather 
knowledge, one from another, as to how work 
may be done to better advantage. Through 
ACTIVE MEMBERSHIP, the individual learns 
to know the needs of the local group, local 


groups carry through in aiding the State ettort, 
and the State groups join to form one integral 
Auxiliary capable, at this point, of meeting 
National needs. 

The scope ot work to be done is unsuspected 
by many. It opens an opportunity for every 
member, and every eligible member, in the ex- 
pression of its interests and its goals. 

During this year’s work may we enjoy the 
giving of our time and effort toward attaining 
those objectives outlined for us—may each doc- 
tor’s wife alert and conscious of her direct re- 
sponsibility as a unit, merge, so willingly and 
generously into the total that those objectives 
are completed, and ever remembered as noble 
accomplishments in human relations. 

The program for the year titled “Working 
Together for Health,” as outlined for National, 
increases in its requirements, the obligations on 
each local and State unit. It asks that our in- 
terest and participation in Nurse Recruitment 
be continued and increased; it requests co- 
operation with Civil Defense Promotion; it em- 
phasizes due consideration on all Public Health 
issues in so far as we are able to encompass 
them; it encourages a current knowledge of 
Auxiliary work through factual and usable in- 
formation obtainable in the Bulletin, Today’s 
Health, and Arizona Medicine. 

Speaking for the new Board and myself, we 
join you and freely give to you our cooperation 
this year. I trust that with all of our unified 
efforts we may prove worthy of the faith shown 
in us by the Arizona Medical Association. 

Ruth E. Schoffman 
State President, Phoenix, Arizona 
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Industrial Relations Committee 
1952 Annual Report 


During this fiscal year, the Industrial Rela- 
tions Committee appointed by our President, 
Dr. Southworth, has consisted of two general 
surgeons, Dr. Carl H. Gans of Morenci and Dr. 
Zenas B. Noon of Nogales; one psychiatrist, Dr. 
William B. McGrath of Phoenix; and two ortho- 
pedic surgeons, Dr. John R. Schwarzmann of Tuc- 
son and myself. When this report was written 
on March 5, 1952, this committee had met for a 
full day each month for six months in an effort 
to revise the fee schedule of the Industrial Com- 
mission of Arizona in order to make this fee 
schedule more complete, more fitting to present 
economic conditions, and to correct some de- 
finite irregularities existing in the old fee sched- 
ule which became effective June 1, 1947. A 
further report on this phase of the activities of 
the Industrial Relations Committee will be 
given at the general sessions of the annual 
meeting of the Arizona Medical Association, Inc. 

This committee has arbitrated several minor 
disputes between members of this association 
and the Industrial Commission of Arizona re- 
garding prices charged by the former for care 
of Industrial Commission patients. These inves- 
tigations have convinced this committee that 
most Industrial Commission bills are prepared 
by the doctor's secretary and that the billing 
forms are signed by the doctors without their 
reading or checking them. For example, cer- 
tain doctor's secretaries have attempted to charge 
the Industrial Commission for blood transfu- 
sions which were given by hospital personnel, 
the attending physicians having no part in the 
procedure other than ordering it done. Such 
errors could be rectified by the doctors reading 
over the billing forms before signing them. 

In a few cases, doctors have billed the Com- 
mission far in excess of the fee schedule for 
surgical procedures justifying this by relating 
excellence of their work which resulted in early 
restoration of the patient to full working status 
with minimal partial permanent disability. It 
is unfortunate that there is no provision for extra 
pay for such superb work, but there is no such 
provision so the fee must be as per schedule. 
That is the understanding when the doctor elects 
to take on an Industrial Commission case. 

The above activities have been carried out by 
the Industrial Relations Committee which re- 


August, 1952 


ceives no remuneration. The members of this 
Industrial Relations Committee have also met 
on the average of at least one full day each 
month as the “Medical Advisory Board” of the 
Industrial Commission of Arizona, appointed 
by the Industrial Commission to review vari- 
ous medical cases presented to it by the Indus- 
trial Commission. For this service, the mem- 
bers of the Board receive payment from the 
Industrial Commission of Arizona. This Board 
has no power other than to advise the Industrial 
Commissioners of the medical facts pertaining 
to the various cases presented to it, and to give 
recommendations to promote the successful ter- 
mination of such cases. 

The members of the Board would like the 
other members of the Arizona Medical Asso- 
ciation to know of the procedure used in exam- 
ining patients presented to it. This is as fol- 
lows: 

About three or four weeks prior to the Next 
Medical Advisory Board Meeting, the Industrial 
Commission files containing the patient’s medi- 
cal record is sent to one of the members of the 
Board for review. This file contains the initial 
report of physician, progress records, results of 
X-ray examinations, consultations, hearings and 
letters sent by the attending physician to the 
Industrial Commission. This record is review- 
ed and the case is summarized and any special 
examinations or medical studies such as X-ray 
examinations are ordered. At the Medical Ad- 
visory Board Meeting the doctor reads his sum- 
mary of the case to the other members of the 
Board who also go over the medical record if 
they wish. The patient is called in to give addi- 
tional details of his injury, treatment, progress, 
present complaints, etc., and this is recorded 
exactly as given by the patient by a medical 
stenographer and is included in the report to the 
Industrial Commission. The patient is then 
examined, first by one or both of the two gen- 
eral surgeons, then by one or both of the two 
orthopedic surgeons and then by the psychiatrist. 
These examinations are recorded. Then, results 
of special studies, such as X-ray films are exam- 
ined and additional studies are ordered as indi- 
cated. If the Board feels that further examina- 
tion by other doctors is indicated, such recom- 
mendations are made. If the Board feels that 
further special examinations are pertinent, such 
examinations are ordered. Following this, the 
data is correlated and recommendations are made 
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to the Industrial Commission. After the report 
has been types, it is read, corrected and the 
Board members sign it. Since this may require 
several weeks, a copy of the conclusions of the 
consultation is types and signed the day of the 
Board meeting so that the Industrial Commis- 
sion may see the recommendations immediately. 
The reason why this Board wants the members 
of the Arizona Medical Association to know in 
detail how Board examinations are conducted 
is to suggest that those members of the Asso- 
ciation who find it necessary to disagree with the 
Board should study the records and the patients 
as carefully as the Board has before drawing any 
conclusions. On a number of occasions, the 
Board has found that members of the Associa- 
tion will petition the Industrial Commission of 
Arizona to reopen a case that the Board has 
recommended to be closed, submitting no medi- 
cal reasons at all to justify it. The members of 
this Board are human and are liable to err so 
that your assistance in obtaining the true medical 
facts is appreciated. The members of the Asso- 
ciation will assist their patients most if they 
keep the Industrial Commission fully informed, 
not only of the patient’s physical condition, but 
also of other data pertinent to the case, such 
as cooperation of the patient to treatment and 
patient’s response to treatment. If the members 
of this Association feel that the recommenda- 
tions made by the Medical Advisory Board are 
incorrect and should not be carried out, it 
would be most helpful to the patient if a letter 
would be sent to the Commission outlining 
wherein the Board was in error and why the 
treatment or management of the case recom- 
mended by the Board was improper. The Board 
realizes that their examination of the patient 
which may last an hour to an hour and a half 
may fail to reveal physical abnormalities which 
might manifest themselves on some other occa- 
sion and be absent during the Board meeting. 
It is for this reason that the members of this 
Association will render their patients real serv- 
ice in keeping the Industrial Commission fully 
informed. 

This Board feels that more than one-half of 
the patients seen by it have abnormalities of at- 
titude which have delayed their recovery. For 
this reason, it recommends that physicians at- 
tending Industrial patients pay more attention 
to their mental attitude, their cooperation to 
medical treatment and what other mental and 
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emotional factors may be pertinent to the case. 
If a case that should make a recovery in a few 
weeks or months, fails to make this anticipated 
recovery, this Board feels that the case should 
be seen by a competent psychiatrist for recom- 
mendations regarding the need for psychiatric 
treatment or for other advice which will result 
in early recovery of the patient. In many cases, 
the best treatment is early discharge of the 
patient. We continue to see many patients who 
have been treated for one or two years and have 
obvious abnormal mental conditions who have 
never seen a psychiatrist prior to submitting to 
examination by the Medical Advisory Board. 
We feel that the laws of the State of Ari- 
zona pertaining to the Industrial Commission 
should be changed so that more scheduled dis- 
ability ratings may be given and so that patients 
may receive the benefit of general disability rat- 
ings regardless of subsequent working status. 
At the present time, a patient may receive a 
scheduled disability rating only if he has sus- 
tained a partial loss of one limb or one organ 
such as an eye. In that case, he may receive 
at the termination of his treatment, payments 
for a number of months to partially compensate 
him for his loss. An industrious patient with 
functional loss of two extremities is penalized 
since two extremities are involved, he must be 
given a general disability rating. In this case, 
if he obtains a job which will pay him more 
than the general disability rating, the Industrial 
Commission is not obligated to pay him any- 
thing. To make this more clear, suppose that 
a man sustains below-knee amputations of both 
legs, that he ultimately recovers and is fitted 
with satisfactory artificial limbs. If he would 
have received in jury to only one limb, he could 
receive a partial permanent disability rating 
equivalent to a 100% functional loss of the in- 
volved leg for which he would receive disability 
payments for a number of months. However, 
since both legs were involved, then, he must 
receive a general disability rating. If he obtains 
a job which will pay him more than the general 
disability rating, the Industrial Commission does 
not have to pay him anything. In other words, 
the present law encourages individuals who have 
received injuries which involve the back or two 
extremities not to seek gainful employment, 
since, if they do succeed in obtaining work 
which they can do, the disability benefits will 
be terminated. Almost everyone who has had 
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occasion to study present methods of disposing 
of patients with a disability rating feel that 
the present situation is bad, but no one seems 
to have done anything about it as far as. this 
Committee can learn. Should our Legislative 
Committee take action? Should this Committee 
enlist the aid of poiiticians? Certainly both em- 
ployers and employees would be benefited by 
either a change of the law or a change in the 
interpretation of the laws by the Supreme Court. 
The former method of accomplishing the result 
would seem to be the better since if the law 
were clearer, the Supreme Court could not mis- 
interpret it. 

When considering changes in the laws per- 
taining to the Industrial Commission, it would 
be well for the legal terminology to be changed 
so that it would correspond to medical terminol- 
ogy. At present “leg” means “lower extremity” 
distal to hip joint; an “arm” means an “upper 
extremity” distal to shoulder joint; and a “fourth 
finger” is articulated to the “fifth metacarpal.’ 

The members of this Committee are becoming 
increasingly disturbed by the number of In- 
dustrial patients who are treated by individuals 
not members of this Medical Association, who 


describe their patient's injuries as consisting of 
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dislocations and subluxations of the spine with- 
out establishing this diagnosis by means of an 
X-ray examination or any other means except by 
pre-conceived theory. We feel that medical 
practitioners ought not to describe abnormalities 
which they claim to be due to industrial injuries, 
but which cannot be substantiated by X-ray 
examinations or by other medical evidence which 
would appear reasonable. After such practi- 
tioners tell patients that their “spines slip out 
of place”, it is extremely difficult to convince 
them that this is not true particularly if the 
“slipped vertebra” gives them a continuation of 
disability with 65% of wages, tax free and all 
medical bills paid. This Board feels that the 
Industrial Commission should insist upon hav- 
ing its medical work done by the best available 
practitioners and that poorly educated _indi- 
viduals should not be permitted to treat Indus- 
trial patients. 

This Board thanks Dr. Southworth for having 
appointed it, the Industrial Commissioners for 
having backed the medical opinions rendered 
by it, and the members of the Arizona State 
Medical Association, Inc. for their tolerance and 
cooperation. 

Ronald S. Haines, M.D., Chairman, Phoenix 





PROFESSIONAL X-RAY AND CLINICAL LABORATORY 
Successor To 


PATHOLOGICAL LABORATORY 


507 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


DIAGNOSTIC X-RAY X-RAY THERAPY 
RADIUM THERAPY 
CLINICAL PATHOLOGY 
ELECTROCARDIOGRAPHY BASAL METABOLISM 


TISSUE PATHOLOGY BY QUALIFIED PATHOLOGIST 


R. Lee Foster, M.D., Director John W. Kennedy, M.D., Radiologist 
W. W. Watkins, M.D., Consultant Radiologist 
Diplomates of American Board of Radiology 
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Vul. 9. No. 8 


NATIONAL ADVISORY COMMITTEE 
TO SELECTIVE SERVICE SYSTEM 


{nformation Bulletin Volume III, No. 5 
Subject: Clarification of Calls By Priorities 


Some phases of the operations under Public 
Law 779 by the Department of Defense and 
the Health Resources Advisory Committee to 
the Office of Defense Mobilization on the one 
hand and the Selective Service System and the 
National Advisory Committee for the selection 
of physicians, dentists, and allied specialists on 
the other have led to misunderstanding on the 
part of some as to the sequence of Call. It is 
hoped that the following statements will help to 
clarify the present situation. 

I—No priority II special registrant or reserve 
officers has been called to active duty since 
priority I's are still available, either in the re- 
serves or among the special registrants. There 
are two groups which are exceptions to this: 

(1) Those reserve officers who were mem- 
bers of organized reserve units which are ex- 
empted from the agreement between the 
Health Resources Advisory Committee and the 
Department of Defense; 

(2) Those Priority II reserve officers who 
applied for immediate active duty at the time 
they accepted their commissions. 

II—The impression which has been gained by 
some that Priority II reserve officers have been 
called is due to the fact that those in Priority I 
who have failed to apply for and accept com- 
missions have remained in civilian life, while 
those who were more willing and applied for 
and accepted commisions have been serving in 
the Armed Forces. A statement in regard to 
this group from the chairman of the Armed 
Forces Medical Policy Council, Melvin A. Cas- 
berg, M.D., is reproduced herewith: 

“When all Priority I type reserves have been 
called to active duty, or deferred for accept- 
able reasons, the Selective Service System will 
be requested to bring the remaining Priority I 
registrants into service before any Priority II 
reserves are called up. It is anticipated that 
this will occur within the next six months. 
Hence, the recalcitrant ones are only delaying 
their service until all the Priority I registrants 
who have accepted commissions are called 


” 


up. 
III—Any instance of a call of a Priority II spe- 
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cial registrant or reserve officer should be re- 
ported immediately, since such calls are in 
error. In many such instances, however, it de- 
velops that the registrant or reservist was in error 
concerning his true priority classification. 

IV—The time is now approaching when we 
are beginning to reach the end of Priority I in 
both the reserve and registrant groups. This will 
occur in the very near future as far as dentists 
are concerned. Therefore the following step is 
now necessary: 

V—AIl Priority I dentists who have been classi- 
fied in Class I-A (essential) should be reviewed 
at once and as many as possible made available 
before the impending call for Priority II dentists 
among those Priority II registrants. 

VI—Priority II registrants will be called on 
the basis of the length of their previous service. 
Such calls will, of course, be paralleled by Calls 
on Priority II reserve officers. 

VII—It should be noted that the Navy is the 
only one of the three Services which has any 
large pool of Priority II reserve officers. 

VIiI—Similarly, a review of Priority I regis- 
trants who are physicians and who are currently 
deferred should be a continuing process since 
it may become necessary to begin calling Prior- 
ity II physician registrants toward the end of 
this calendar year, or shortly thereafter. 


IX—These procedures must be carefully fol- 
lowed if the orderly operations of the Depart- 
ment of Defense, the Office of Defense Mobili- 
zation and the Selective Service System in im- 
plementing Public Law 779 are to be maintained. 


(NOTE: Copies of this bulletin’ have been prepared and dis- 
tributed for your information.) 


Joseph M. Greer, M.D., Chairman 
Arizona Advisory Committee to the 
Selective Service System. 





Our members are dairymen whose busi- 
ness is supplying good milk for 


(Aste) 


milk and milk products. 

We are aware of the importance of good 
milk to good health and of our obligation 
to supply a product which will merit your 
confidence. 


ARIZONA MILK PRODUCERS 
422 Heard Building Phone ALpine 3-0893 
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SANATORIUM DIRECTORY 














LIVERMORE SANITARIUM 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


GENERAL FEATURES 


1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. CITY OFFICES: 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director SAN FRANCISCO OAKLAND 


LIVERMORE, CALIFORNIA 450 Sutter Street 1624 Franklin Street 
Telephone 313 GArfield 1-5040 GLencourt 1-5988 




















SANATORIUM DIRECTORY 





Treatment for Alcoholism HILLCREST SANATORIUM 


as prescribed by Family or Panel Doctor 
Cheerful Private Rooms 


HYGEIA SANITORIUM Excellent Food 
2534 Beverly Boulevard — Los Angeles, California pone, Aaasahate 


Ph DUnkirk 8-8178 
one DUnkir North 3rd and Adams Phone 4-1562 


Recognized by the American Medical Association Tucson, Arizona 














LA CONTENTA NURSING HOME SCHER REST HOME 


Convalescents Ambulatory and Semi-Mental Patients 
Invalids and Semi-Invalids 24 Hour Nursing Service 
Asthmatic and Arthritic Cases : j 
Quiet - Excellent Food - 24 Hour Nursing Care Quist and Home-Lie ; , 
5331 N. 29th Ave., Phoenix — Phone AMherst 5-5710 2919 East Granada Rd. — Phoenix, Arizona 
Phone BRidge 5-5516 
Laura Condon, Manager 




















